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Through PSYCHIATRY: JOURNAL 
FOR THE STUDY OF INTERPERSONAL 
PROCESSES, The William Alanson 
White Psychiatric Foundation seeks to 
communicate the growing insights of 
psychiatry, the study of interpersonal re- 
lations, to a wide audience of those who 
can make valid contributions to the data 
of psychiatry and correct use of its for- 
mulations. The journal is addressed not 
alone to psychiatrists and psychiatric re- 
search personnel in the narrower sense 
but to all serious students of human liv- 
ing in any of its aspects and to those 
who must meet pressing social needs 
with current remedial attempts. Its edi- 


torial policy seeks to encourage mutual 
understanding throughout this large 
field. The journal is designed to present 
authoritative treatises, reports, surveys, 
reviews, and abstracts pertaining to 
psychiatry as a basic orienting disci- 
pline relevant to all significant phases 
and problems of human life and to all 
human relations; this includes clinical 
psychiatric material, pertinent biologi- 
cal and social science contributions and 
occasional philosophical presentations. 
The Foundation, its Trustees, and the 
Editor can accept no responsibility for 
any statements of fact or opinion made 
by the contributors. 
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EDITOR’S NOTE 


On October 7 and 8. 1960, Chestnut Lodge, Rockville, Maryland, whose Medical 
Director is Dexter M. Bullard, celebrated its Fiftieth Anniversary. In honor of the 
occasion, a Symposium was held. Most of the participants were past or present mem- 
bers of the Chestnut Lodge staff. 


PsycuiaTry takes pleasure in presenting the papers read at the Symposium. 





Alienation and Leadership 
John C. Whitehorn* 


HE DISTINGUISHED RECORD of Chestnut Lodge has not been made by 
~, easy problems, but by effective work on some of the most difficult 
problems in psychiatry. I have chosen to emulate this pattern by tackling a difficult 
topic, that of leadership in relation to the alienated patient. From many years of 
observation of patients and their physicians, and of participation in psychiatric work 
and in other group activities, I have developed a conviction that psychotic patients 
present very special disturbances in the social interactions relative to leadership, and 
that the psychiatrist needs a clear, workmanlike understanding of leadership, par- 


ticularly leadership in the consultative and evocative style. 


It is not my undertaking here to extol 
leadership, or to heap praise upon leaders. 
This is an age-old ceremonial rite, honor- 
able and useful in human affairs, but it is 
not my role to perform it. Rather, my 
task is to dissect leadership, to dissect— 
or at least to scrutinize critically—those 
who perform leadership roles, and to at- 
tempt to pull together some conclusions 
upon the matter. 

As a verbal aid in stirring up new think- 
ing and breaking up clichés and currently 
popular stereotypes, I have used the term 
alienation. Alienation is an ancient word. 
It was the regular Latin term for the con- 
dition now commonly called insanity or 
psychosis. It is a word with character. 
When one says that a patient is alienated, 
one says that he is estranged; in a sense 
he is self-estranged, an alien to himself, 
as well as to family, friends, and society. 
Contrast the meaningfulness of this term 
with the emptiness of the more popular 
substitutes: Insanity merely says “not 
healthy,” about the least meaningful and 


most noncommital way in which one can 
think about the patient; the term has little 
inherent character and arouses no useful 
insight, and its special meaning rests 
wholly upon vague popular and traditional 
connotations. Psychosis merely says, “It’s 
mental”—again a very cautious and non- 
commital evasion of the need to character- 
ize the condition designated. 

But alienation says something sharply 
and unevasively. In characterizing the 
condition as one of estrangement, it spot- 
lights the inherently social nature of the 
disorder. It focuses the attention of the 
doctor, eager to perform his socially as- 
sumed role of healing, upon one of his 
most important initial difficulties—the pa- 
tient’s aberrant condition with respect to 
the social context, his disorder of role- 
expectation and role-response. Noncon- 
formity to the expectations of others is 
one of the alienated patient’s most salient 
characteristics and one of his most socially 
obnoxious eccentricities. One should not 
count as real exceptions those odd forms 
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associated hospitals 38-41; Henry Phipps Prof. of Psychiatry, and Director, Dept. of Psychiatry 41-60, 
Prof. Emeritus 60-, Johns Hopkins Univ.; Psychiatrist-in-Chief 41-60, Emeritus 60-, Johns Hopkins Hosp.; 
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of psychotically satirical behavior such as 
echolalia, echopraxia, and automatic obe- 
dience, in which literal conformity is bur- 
lesqued. 

Nor is the usual patient at all eager to 
learn to conform. It is not that he is with- 
out role-expectations or role-responses, 
but that he is disordered in these matters. 
Indeed, it would not be at all absurd to 
state that his too clean-cut and too rigidly 
fixed role-expectations constitute the 
central problem facing the doctor in his 
attempt to establish and maintain a thera- 
peutic relationship. The patient appears 
to maintain these distorted role-expecta- 
tions with an emotionally charged devo- 
tion worthy of a better cause—to value 
these patterns more highly than the prac- 
tical art of getting along with other people 
through compromise. The doctor’s central 
psychotherapeutic task is to assist the pa- 
tient in finding or developing a system of 
role-expectations and responses which are 
more socially workable—which are less 
rigid, with more play in them. 

But what has leadership to do with 
this task? I might answer, correctly but 
too globally, that leadership has every- 
thing to do with it. In my attempt to 
specify and elucidate, I will proceed, in 
general, along two tracks: One concerns 
the generalized and universal meaning of 
leadership in social interaction; and the 
other concerns the types, techniques, and 
qualifications of the leadership role of the 
doctor. And I would first of all formulate 
the condition of alienation as a specialized 
negative position on leadership issues, as 
a special ineptitude in exerting leadership 
or enduring leadership, or as an inability 
to shift from one position to the other. 


Because human living is social in na- 
ture, there is an inherent necessity of 
leadership. Man is a domestic animal. 
The very survival of a family and a house- 
hold requires leadership. Indeed, the best 
management of the domestic situation re- 
quires a complex pattern of partnership 
in the leadership function, with skillful 
use of the consultative and evocative 
types of leadership, and ability in inter- 
change—that is, in taking the lead or in 
following the lead of another. 


It is fascinating, and perhaps useful, to 
speculate on how man got domesticated, 
assuming that he developed by evolution 
from a less domesticated, simian ancestry. 
Since the human brain is comparatively 
large, one might be tempted to assume 
that man had the brains to go get do- 
mesticated; but this seems an unlikely 
hypothesis. Probably man’s brain has been 
of much use in adapting to domestication, 
in making the plan work better, once he 
was committed to that pattern of living. 
But other biological factors seem perhaps 
more immediately relevant in inducing 
domestication, such as the relative defi- 
ciency in hair covering for the human 
body, and the proclivities of human beings 
for fondling each other, and even for pro- 
tecting and providing for each other— 
proclivities present in some measure in 
simian forebears, but in man desperately 
necessary by reason of his reduced com- 
petence as an individual biological speci- 
men. 

Some deficiencies in human biological 
endowment, inimical it would seem to in- 
dividual adequacy and survival, have 
served in a negative way to open possi- 
bilities for the development of assets 
which have proved positively useful in 
social adaptation and mastery. It may be 
supposed that it was a comparative de- 
ficiency in the development of the mas- 
seter and temporal muscles and their bony 
attachments which permitted a longer de- 
lay in the calcification of man’s bony skull 
cap and thus allowed the brain to grow 
more, bulging upward in that curious de- 
formity known as the dome or egg-head. 
It has been postulated that the crucial 
evolutionary step was a genetic mutation 
—that so-called suppressor genes inhibited 
full development, leaving the original hu- 
man in an incompleted condition. Hence, 
one may assume, the need for mutual de- 
pendency in a cruelly competitive world 
of more completely developed cousins, and 
hence the need for domestication and do- 
mesticity. 

The inferiority of the human jaws, and 
their disuse as immediate offensive weap- 
ons because of the greater usefulness of 
hand-held weapons, permitted the devel- 
opment, within the jaws, of a more deli- 
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cate and specialized voice apparatus, 
suited to the giving of discriminating sig- 
nals, commands, and exhortations. Lan- 
guage is primarily an instrumentality for 
leadership. It requires for its effectiveness 
attentive listening and preparedness to re- 
spond—an aspect of mutual dependency 
and domestication. 

The system of signals and symbols of 
which language is composed facilitates 
the processes of thinking—that imagina- 
tive construction of alternative possibili- 
ties which serves to give practical effec- 
tiveness to whatever power for choice of 
behavior is possessed by humans, making 
this power for choice something more than 
an amusing caprice. The potentiality for 
inciting and encouraging group thinking 
through language also facilitates that type 
of leadership which can be called consult- 
ative, whereby decision-making is not 
the sole prerogative of the loud-voiced 
leader, but can embrace the thinking of 
others in the group. 

If it was the pressure of genetically de- 
termined biological inferiorities which in- 
duced domestication as the crucial step 
in human development, at least man has 
used it well, developing speech, culture, 
and society to such a degree that the 
human way of life is exceedingly different 
from that of any other animal and is ob- 
viously more favorable for survival— 
vastly different even from life in insect 
societies, so-called. 


I have offered this picture of primitive 
man—which may be pure fantasy—to call 
emphatic attention to the role of leader- 
ship in all social functioning. A charac- 
teristic of human leadership, at least in 
civilized societies, is a degree of mutuality 
in leadership. I mean by this not merely 
that one leads and the other is led, but 
that social custom and social institutions, 
in the more highly civilized societies, pro- 
vide an effective voice to those who are 
led, in effect transferring to this voice a 
leadership role.. In social evolution, this 


is a system which seems to have provided, '. 


in net results, the most effective leader- 
ship. 

The reciprocity of male and female roles 
in the primary domestic situation offers 


a useful paradigm of mutuality in leader- 
ship. An attentive observer can note, not 
infrequently, that the official head of the 
household is not always the real leader— 
that he is often merely the mouthpiece, 
so to speak, for decisions and plans which 
have been shaped and instigated by those 
being officially led. Indeed, if one con- 
siders the customs and institutions of 
courtship and marriage—the process 
which recreates for each generation of 
man the primary domestic situation—it 
is only a male-flattering fiction to say that 
it is he who does the leading; the leader- 
ship of the female may be inconspicuous, 
but it is real and effective. There is, in 
fact, a complex interplay of leading and 
being led, a subtle interchange of leader- 
ship roles. If there should exist, in one 
or the other of the partners, some hin- 
drance or ineptitude in this subtle inter- 
change of leading and being led—if one is, 
for example, fixedly domineering or ex- 
clusively submissive—the affair goes 
awry. 

With this elementary illustration, I in- 
troduce the term evocative leadership— 
a type of leadership functioning in which 
the emphasis is upon inciting another to 
take the lead, at least momentarily. Evoca- 
tive leadership is by no means limited to 
courtship or the primitive sexual situation. 
Indeed no leadership could be very effec- 
tive—whether in politics, business, or do- 
mestic situations—if there were not some 
evocative element serving to arouse a 
sense of spontaneous action, a morale- 
building sense of personal commitment. 
Even dictators know this—else they would 
not be dictators for long. 

Now it is one of my basic propositions 
here, as I have already indicated, that the 
alienated person has an inner hindrance 
or resistance to being led or to leading. 
This resistance is not necessarily verbally 
formulated, but it is there, implicitly if not 
explicitly. It is most obviously manifested 
in the patient’s resistance to direct efforts 
at correction, but it may be manifested 
more subtly to the physician in the diffi- 
culty he experiences in attempting to 
evoke spontaneity in the patient. The pat- 
tern to which the alienated patient is com- 
mitted seems, in refractory cases, to im- 
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pose a sort of unresponsivenes to even the 
doctor’s most gentle and subtle efforts at 
evocative leadership. In many patients, 
particularly in schizophrenics and in some 
depressed patients, there appears to be a 
fearful self-distrust which inhibits spon- 
taneity, at least until the patient has dis- 
cerned exceptionally strong assurances of 
safety. 

In characterizing the psychotic state as 
alienation and in postulating a hindrance 
or resistance to being led or to leading as 
its salient aspect, I am offering a formula 
which might well prompt such questions 
as, Well, how does one get that way? 
What causes one to react that way? I 
cannot give pat answers, for I cannot pre- 
sume to know thoroughly the cause-and- 
effect relationships. Indeed, I am thor- 
oughly distrustful of anyone’s attempt to 
formulate in simple one-to-one cause-and- 
effect terms the onset of a psychotic reac- 
tion. Like other perilous types of moodi- 
ness, the alienation reaction seems condi- 
tional on a multiplicity of items. An 
element of choice often appears to me to 
have been involved in the onset of a psy- 


chosis—an implicit decision, or maybe 
even an explicit decision, to give up cop- 
ing with life by means of the regular give- 


and-take, lead-and-be-led interchanges 
which constitute social living, because of 
an accumulation of many incidents in 
which such a ‘normal’ mode of coping has 
involved a deep feeling of frustration and 
futility. Not infrequently the behavior 
and talk of the alienated person manifests, 
to those who can discern it, some old un- 
resolved issue of presumed worthlessness, 
or presumed guilt, or presumed danger- 
ous ineptitude, or presumed unnatural 
impulse. 

But I would also hazard the further 
guess, coming somewhat closer to cause- 
and-effect modes of thinking, that there 
is a kind of vulnerability or predisposi- 
tion to alienation in someone whose man- 
ner of experiencing life has left but little 
play or leeway in respect either to leading 
or being led. Many patients in their early 
domestic experience, preparatory for more 
responsible later living, seem not to have 
had satisfactory experiences of consulta- 


tive or evocative domestic leadership, and 
seem thereby disposed to assume that all 
leadership is either strictly domineering 
or dangerously lax. To use a mechanical 
analogy, there seems to be something like 
a tightness in the bearing, and a lack of 
oil in the machinery, in the vulnerable 
person’s social interaction, predisposing 
him to ‘seizing’ or ‘freezing’ whenever 
the life situation exceeds, even slightly, 
his limited or rigid repertoire for coping 
with others. But one has to abandon the 
mechanical analogy in order to take ac- 
count of another significant feature of 
such vulnerability—the self-splinting tend- 
ency, like the tightening of the muscula- 
ture controlling a bruised joint which 
seems threatened with the necessity of 
functioning. 

In intensive studies at the Phipps Clinic 
of the transactions between doctors and 
their schizophrenic patients, we have 
gained, along with great masses of data, 
some insight into the leadership role in 
psychotherapy. The instructional, inter- 
pretational technique seems to be of little 
value to the patient, as judged by clinical 
improvement rates. Similarly judged, 
there seems to be little value in passive 
permissiveness on the doctor’s part. The 
most therapeutically effective pattern 
seems to be one based upon the doctor’s 
natural inclination to search out with the 
patient humanly meaningful situational 
problems in the patient’s life, the doctor 
having considerable freedom in manifest- 
ing personal reactivity, but minimal tend- 
encies to dominate or ‘correct’ the pa- 
tient. I do not know whether this cor- 
rectly describes the mazimally effective 
pattern, but we do have much evidence 
that this pattern is more effective than the 
other patterns we have investigated. I 
would characterize this effective pattern 
as one type of consultative and evocative 
leadership, implying a high evaluation of 
the patient’s spontaneity and a high in- 
terest in his way of organizing his life 
experience. Now this pattern is not in- 
stantly and magically effective. Rather, 
repeated experiences with this type of 
doctor appear to constitute a favorable 
situation for the schizophrenic patient to 
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dare to express himself more freely, to 
get out of a stereotyped rut, and to regain 
or to develop interactional potentialities 
involving some give and take in leader- 
ship—in other words, to become less al- 
ienated, first in relation to the doctor, then 
more generally. It is worth noting that 
the schizophrenic patient in such a favor- 
able interpersonal relationship seldom 
progresses smoothly toward improvement. 
Phases of backsliding and of depressive 
mood are common occurrences. Distrust 
seems quite persistent, and, indeed, it is 
justified, in some measure, by social reali- 
ties; for the patient, even when he has 
recovered, cannot very well expect that 
all of his interpersonal transactions will 
be with persons quite like such a doctor. 

I am aware that at Chestnut Lodge a 
deliberate attempt is made to divide the 
doctor’s functions—to assign the adminis- 
trative authority to one doctor and the 
therapeutic role to another. I am not per- 
suaded that this is necessary, or even de- 
sirable. It has seemed to me that with 
many schizophrenic patients, the crucial 
turn toward improvemen* occurs when 
the patient is able to dige:t the fact that 
one person can exercise authority firmly, 
yet do so basically in the pattern I have 
called consultative, and not with domi- 
neering relish. It would not surprise me 
to learn that in situations where the roles 
are divided, the more therapeutic effec- 
tiveness may at times be exerted by the 
administrative doctor, rather than by the 
formally designated therapist. In other 
words, what I am suggesting, in broad 
outline, is a somewhat different concep- 
tualization of the ‘psychotherapeutic’ 
processes, so-called, by which patients get 
out of their alienated condition through 
their relationships with doctors. 

Another aspect of psychotherapeutic ex- 
periences requires special comment be- 
cause of its relevance for the leadership 
function—that sometimes amusing tend- 
ency of improved patients to manifest 
the mannerisms and to adopt the value 
systems of their doctors. Logically this 
seems to be an impurity or imperfection 
in the therapy, for the therapeutic pur- 
pose of a doctor dealing with a sick pa- 


tient can be stated very simply: to relieve 
the patient’s distress and to diminish his 
disability. Alterations in the patient’s 
sense of values seem to go appreciably 
beyond the simply therapeutic purpose. 
To illustrate, conformity and independ- 
ence are two contrasting value systems 
perceptible in doctors. The doctor who 
places a high value on conformity is likely 
to manifest this in many subtle ways, in- 
cluding showing pleasure when a patient 
displays a greater tendency to conformity. 
The doctor who places a high value on 
independence will also manifest this in- 
clination in many ways, including mani- 
festing pleasure when a patient shows in- 
creased tendencies toward independence. 
In criticism, it could be said that such 
tendencies are often permitted to operate 
unconsciously, and without a proper 
weighing of the patient’s needs and poten- 
tialities. Particularly has it appeared to 
me that many patients are nowadays 
egged on to aspire to and attempt to 
achieve a degree of independence quite 
beyond their reach, simply because of the 
doctor’s bias in this direction. Yet I find 
myself disinclined to interfere, except 
when the error of judgment seems ex- 
treme, because I suspect that therapy not 
infrequently depends for its success upon 
constituents which look theoretically like 
impurities or imperfections. The ability 
to exercise leadership is a highly person- 
alized function; perhaps imperfect lead- 
ers are more humanly endurable than per- 
fect leaders, and perhaps a patient will 
not lose too much through an overdone 
effort at independence, provided it occurs 
in an interpersonal context of tested de- 
pendability between doctor and patient. 
In a calmly dispassionate appraisal it is 
obvious that neither conformity nor in- 
dependence is in any pure sense practi- 
cally attainable or ideally desirable. For 
practical social living, at least some modi- 
cum of conformity is necessary; likewise, 
human beings can scarcely function with- 
out some sense of personal independence. 
Nevertheless, persons have strong emo- 
tional biases toward one or the other 
value. Doctors are persons, and in the 
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exercise of leadership roles they are likely 
to manifest their biases and to induce 
imitation and emulation. 

I have brought up this matter primarily 
because it shows a leadership character- 
istic inherent in psychotherapy. To sum 
up more generally, the alienated patient 
needs assistance in regaining and develop- 
ing flexibility—that is, some give and take 
in coping with the social context which 


constitutes his life situation, some in- 
creased versatility and enthusiastic spon- 
taneity in role-responses and role-expec- 
tations. The doctor, for success in the 
psychotherapy and management of the 
patient, needs to perform his leadership 
function in the style which I have de- 
scribed as consultative and evocative. 
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The Sense and the Noise 
David McK. Rioch* 


6 tee HONOR and the responsibilities which participation in this Symposium en- 
tail are increased for me since Chestnut Lodge was the first place I found with 
an attitude toward psychiatry which seemed to provide both methods applicable to 
the study of behavior and also possibilities for correlating psychiatric data with the 
data obtained by other behavioral and social scientific methods. A mental hospital— 
small, as such institutions go, and dependent on its own earnings for its maintenance 
—which through most of its history, in addition to providing training in one of the 
more difficult fields of psychiatry, has supported clinical investigators and educators 
and has provided opportunities for research and an atmosphere favorable to original 
thinking, is a phenomenon worthy of attention, particularly from the viewpoint of 
social organization. 

Possibly the chief reason for the difficulties encountered in the study of human 
processes is the lack of criteria for determining the relevance of identifiable factors 
to the course of events. There is a considerable tendency to assume that coincidental 
or successive definable changes have a causal relationship, especially if the changes 
noted can be relatively easily represented in the highly condensed symbolic system 
preferred by the particular investigator. This is illustrated in broad terms in Jack- 
son’s excellent review of currently held concepts of the etiology of schizophrenia. An 
equivalent attitude is also expressed in the concept of multicausality, which may be 
used to avoid recognition of the need for more precise thinking in this field and also 
to justify the variety of analogues and metaphors that can be applied to reports on 
life history and other events which cannot be directly investigated. A more subtle 
use of the multicausality concept is the assumption that “therapy” is a function of 
some obscure but complex phenomenon such as “the physician-patient relationship,” 
“the hospital milieu,” and so on. It would not be pertinent to the purposes of this 
paper to go into what may be called the everyday psychopathology of this form of 
symbolic behavior. Rather, I shall briefly consider the feasibility of more clearly 
specifying the relevance of one event to another or to the general course of the inter- 
active processes of human living. 


Clearly, a number of quite definite, 
positive instances of such specification of 
relevance exist, of which I shall cite some 
examples. It has for some time been em- 
phasized that the early life history of 
schizophrenic patients is characterized by 
experiences which can be described as 


lacking in love, rejecting, unhappy, de- 
prived, and so forth. The same terms 
could be easily justified for the childhood 
of numerous patients not schizophrenic. 
Bateson differentiated a much more spe- 
cifically definable characteristic of the 
mother-child relationship in schizophre- 
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Peter Bent Brigham Hosp.; Asst. Res. in Med., Strong Memorial Hosp. 26-27; Instr. Med., Univ. of Rochester 
27-28; Natl. Rsc. Council, Med. Fellow 28-30; Dept. of Anatomy, Univ. of Mich. 28-29; Central Inst. for 
Brain Rsc., Amsterdam, Holland 29; Univ. Lab. Physiol., Oxford, England 30; Assoc. Physiol., Johns Hop- 
kins Univ. 30-31; Asst. Prof. of Anatomy, Harvard Univ. 31-38; Chairman, Dept. of Neuropsychiatry 38-42, 
Prof. of Neurology 38-43, Washington Univ.; Director of Rsc., Chestnut Lodge, Rockville, Md. 43-51; 
Director, Neuropsychiatry Div., Walter Reed Army Inst. of Rsc. 51-. Fellow 43-54, Pres. 47-56, Washington 
School of Psychiatry. 

1Don D. Jackson, The Etiology of Schizophrenia; New York, Basic Books, 1960. 
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nia, namely, the “double bind.” 2 Since 
this phenomenon can be defined by overt 
behavioral criteria, it can be communi- 
cated, and its frequency as well as its 
timing with respect to other events and 
other aspects can be tested. Even more 
specific operations have been described 
by Ferster,* who studied both the family- 
child relationships and methods for ex- 
panding the behavioral repertoire of au- 
tistic children. Ferster’s application of the 
methods of operant conditioning is of par- 
ticular importance in that a machine is 
interposed between the observer and the 
subject. This permits a much clearer defi- 
nition of the effect of the subject’s be- 
havior on the observer’s behavior than 
one can obtain from simple observation 
of the interaction, since the observer has 
to modify the machine to meet the sub- 
ject’s current requirements.‘ 

A significant observation of one factor 
necessary for the appearance of a symp- 
tom was that made by Stanton on the oc- 
currence of excitement in patients.’ He 
found that the breakdown of communica- 
tion between two staff members with sig- 


nificant roles in the patient’s life in the 
hospital preceded the onset of the symp- 
tom and that the re-establishment of com- 
munication signaled the disappearance of 
the symptom. This phenomenon was in- 
dependent of any particular personality 
characteristic. Stanton’s succeeding stud- 


2Gregory Bateson and others, “Toward a Theory 
of Schizophrenia,” Behavioral Science (1956) 1:251- 
264. 

2C. B. Ferster, “Positive Reinforcement and Be- 
havioral Deficits of Autistic Children,” Child Devel- 
opment (in press). C. B. Ferster and M. K. DeMeyer, 
“A Method for the Experimental Analysis of the 
Behavior of Autistic Children,’ Amer. J. Orthopsy- 
chiatry (in press). 

¢The operant conditioning apparatus provides a 
lever or other attachment, appropriate manipulation 
of which delivers some reward, such as food, water, 
or token for exchange. The apparatus can be ad- 
justed so that a certain number of depressions of 
the lever, a certain delay before operating, or some 
other schedule—which the subject learns by trial 
and error—is required to produce the reward. The 
schedules can be made more or less difficult. In the 
case of one autistic child who appeared afraid to 
operate the machine, Ferster smeared the lever with 
chocolate paste. In getting the paste the child 
operated the apparatus and then went on to work 
without the intervening reward. Remarkable re- 
sults in training autistic children can be obtained 
and the method can be expanded to include per- 
formance involving other persons in addition to the 
apparatus. 

5 Alfred H. Stanton and Morris S. Schwartz, The 
Mental Hospital; New York, Basic Books, 1954. 


ies on the social structure of the mental 
hospital ward provided further evidence 
that careful observation would demon- 
strate other direct relationships between 
events or between definable patterns of 
events. 

Evidence that several factors which or- 
dinarily are considered of importance are 
irrelevant to certain objectives of psychi- 
actric therapy is provided by numerous 
observations. For example, in combat psy- 
chiatry in the Korean War the effective- 
ness of the division psychiatrists in en- 
abling psychiatric casualties to return to 
duty was not related to the amount of 
psychiatric training the psychiatrists had 
had beyond a condensed four-months’ 
course, nor to their attitude toward their 
assignment, nor, within wide limits, to 
their attitudes toward the casualties. Fail- 
ure to carry out the principles of combat 
psychiatry,® however, resulted in a rela- 
tively fixed, chronically incapacitating 
neurotic reaction in the patients. The di- 
vision psychiatrists with more training 
did appear to operate with less personal 
discomfort than those with only the mini- 
mal, emergency course. In contrast, psy- 
chiatric training was not related to ability 
to deal with line officers or the division 
staff, whereas grasp of the practical as- 
pects of the situation was related to ade- 
quacy of contacts with the nonmedical 
units. While the question of what the 
necessary factors are in combat psychiatry 
cannot be fully answered, the principles 
can be effectively taught and certain of 
the principles can be reasonably clearly 
defined—for example, decentralization of 
treatment and avoidance of all but com- 
pletely bland labels (“battle fatigue”). 
Other principles, such as the very im- 
portant “expectancy of recovery,” can be 
evoked, but not yet defined. 

In the course of supervising the work 
of residents and others on the milieu ther- 
apy ward in the Walter Reed General 
Hospital, Artiss has found the response of 
patients to be independent of a variety 
of personality factors in which these phy- 
sicians differed, provided the stability of 


Albert J. Glass, “Psychotherapy in the Combat 
Zone,” Amer. J. Psychiatry (1954) 110:725-731. 
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the ward structure was maintained, as 
evidenced by reliable, clear communica- 
tion.’ Different patients use different per- 
sonal relationships on the ward as a means 
of expressing socially for the first time 
their commitment to the group therapeu- 
tic goal. It is tempting—and often thera- 
peutically useful—to accept these relation- 
ships as dynamically significant. It seems 
necessary, however, to assume that con- 
siderable covert change in symbolic be- 
havior had occurred before overt commit- 
ment was expressed. This suggests that 
adequate analysis of the therapeutic sit- 
uation may require test criteria independ- 
ent of the theoretical principles and meth- 
ods of the therapy employed. 

Several aspects of military psychiatry 
facilitate investigations of certain aspects 
of human interaction. The duration of 
treatment is specified, and the relation- 
ships of the therapy unit to the larger 
social units (medical, supply, tactical) can 
be defined. The objectives of treatment 
are formulated in terms of performance 
which are widely understood and ac- 
cepted. These and other factors provide 
a framework for directing behavior which 
is more stable than many situations in 
civilian life, and thus permits attention 
to problems of the temporal course of be- 
havior which cannot be dealt with in sit- 
uations which are vague or shifting. The 
reason for noting these aspects of military 
psychiatry is that a good deal of effort 
currently expended in psychiatric therapy 
and in psychiatric training appears to be 
irrelevant to the problems of enabling the 
patient to improve—that is, to evoke so- 
cial data from others and to process them 
more effectively. Instead, much of ther- 
apy and training seems more directed 
toward stabilizing the social structures in 
which the patient or therapist lives, with 
too little regard for establishing independ- 
ent criteria of adequacy of performance. 

In this connection certain theoretical 
considerations of the stability of group 
processes may be of interest. The tem- 
poral structure of behavior has always 
been of central interest in biology, al- 


7 Kenneth L. Artiss, editor, The Symptom as Com- 
munication in Schizophrenia; New York, Grune & 
Stratton, 1959. 


though reasonably adequate conceptual 
tools for dealing with it are only now in 
the process of development. Earlier, the 
problem was dealt with in such symbolic 
forms as “the soul,” “vital forces,” “mo- 
tives,” “instincts,” and so forth. Cy- 
bernetics, as has been demonstrated by 
Wiener,’ now provides a rigorous theo- 
retical basis for dealing with the temporal 
structure of segments of behavior. The 
application of the concepts of cybernetics 
to the formulation of behavior, together 
with the use of theories derived from cur- 
rent studies on information and on com- 
puters, is explored in considerable detail 
and clearly discussed in the recent book 
by Miller, Galanter, and Pribram.* The 
necessity of an objective for maintaining 
the temporal structure of behavior derives 
from the need for both a criterion for de- 
termining the relevance of new informa- 
tion during the course of behavior, and a 
criterion for determining the corrections 
to be applied in maintaining the course. 
In humans the capacity for performing 
symbolic operations on symbolic opera- 
tions in the absence of direct environ- 
mental information for control greatly in- 
creases the need for an adequate definition 
of the objective in its social context. Fur- 
ther, in the case of temporal stability of 
group organization the clear definition, or 
communicability, of the criterion is essen- 
tial. 

In a number of cultures, including the 
Western, the commonest symbol used to 
maintain temporal stability of behavior— 
that is, to specify how much, when, and 
where—is money. Since its chief function 
is orientation to and communication of 
reliability of the course of behavior, its 
significance or “value” is established by 
cultural definition and hence is precise. 
The “gold standard” seems to have been 
an assumption of constancy of cultural 
symbolic values, just as “the sound dol- 
lar” may refer to the expectation of the 
integrity of the national mores. Since the 
cultural reliability of behavior is general, 


8 Norbert Wiener, Cybernetics; New York, Wiley, 
1948. 

®°G. A. Miller, E. Galanter, and K. H. Pribram, 
Plans and the Structure of Behavior; New York, 
Holt, 1960. 
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the use of money is coextensive with the 
language system in the cultures employ- 
ing it. This permits coordination on a 
time scale of the behavior of functionally 
diverse groups or of a particular group 
with the general culture. 

As with all other symbols the principles 
of concretization, followed by analogical 
or metaphorical use in symbolic behavior, 
apply also to the use of money. Thus, 
money is often regarded as a measure of 
or equivalent to some concept called 
“value.” Behaviorally, however, “value” 
refers to the direction or control of be- 
havior or to a particular aspect of this gen- 
eral function—namely, the maintenance 
of communication. In its metaphorical use 
money can communicate commitment to 
a group and concurrence of the group as 
well as more vague patterns, such as 
power, prestige, and so forth. These ana- 
logical and metaphorical uses of formal- 
ized or concretized symbols have been ex- 
tensively investigated by Weinstein in 
brain-injured and psychotic patients.?° 
Artiss has also contributed to this field by 
demonstrating that schizophrenic patients 
are logical and clear about a limited, cru- 
cial area of their social relations, although 
they communicate their problem—that is, 
their “major message”—in the psychotic 
mode of symbolic behavior, using con- 
cretized metaphors." 

Many of the problems of the stability of 
groups center around the symbolic sys- 
tem used for directing the course and the 
way in which this symbolic system is ap- 
plied to the rate of interaction within the 
group and between the group and the 
surrounding social structure. A small, 
face-to-face group—such as a family—can 
use a relatively simple system since ad- 
justments to change can be rapidly made 
and also since other symbolic forms can 
be used for dealing with the temporal sta- 
bility of the group and translated into fis- 
cal policy as needed. With larger organ- 
izations—such as a hospital, a university, 
or a factory—particulariy those including 


1% Edwin A. Weinstein and Robert L. Kahn, “Sym- 
bolic Reorganization in Brain Injuries,” pp. 964-981; 
in American Handbook of Psychiatry, Vol. 1, edited 
by Silvano Arieti; New York, Basic Books, 1959. 

1 See footnote 7. 


several professions, communication is 
more limited, formal, and slow. Under 
such conditions more complex systems of 
checks and balances over longer intervals 
are necessary. With this need elaborate 
systems of bookkeeping have developed, 
with budgets projected and commitments 
made for months to years in the future. 

In endowed psychiatric institutions and 
in those supported by taxes, gifts, or other 
sources the problem of maintaining func- 
tional stability over a period of time has 
been more difficult. Many groups have 
virtually stagnated from payday to pay- 
day, or followed a routine essentially me- 
chanically dictated by the physical en- 
vironment. 

More recently, however, quantitative 
criteria of performance are being devel- 
oped, providing objectives for directing 
group function. For example, under the 
form of treatment developed by Artiss for 
schizophrenic soldiers in their first hos- 
pitalization, the failure of a patient to shift 
within three months from a grossly ex- 
periential—that is, psychotic—mode of 
communicative symbolic behavior to a 
referential, even if poorly coordinated, 
mode can be taken as an indicator of 
probable error in the treatment.’ The 
error may be lack of appreciation of the 
situation to which the patient is to return, 
lack of knowledge of the group value sys- 
tems from which he came into the Army, 
some block or disruption of communica- 
tion channels in the ward organization, or 
some other factor. In short, Artiss has 
found a time structure in his own work 
and in the work of several other physi- 
cians on the ward, which, over a wide 
range, is independent of personality char- 
acteristics and long-term motivations of 
the staff personnel. Another criterion, but 
one which appears more dependent on 
the physician’s personal orientation, is 
that after six months of treatment be- 
tween 40 and 60 percent of patients should 
return to duty. These quantitative ob- 
jectives for structuring and testing per- 
formance are not different in principle 
from the use of expected results in general 
medical and surgical treatment of patients. 


See footnote 7. 
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Nor are they different in principle from 
the standard developed in combat psy- 
chiatry, which is that an appreciable de- 
viation above or below 70 to 80 percent 
of psychiatric casualties returned to duty 
after four to ten days’ treatment at divi- 
sion level requires investigation. 

The problem of determining standards 
for structuring the course of therapy with 
certain other classes of patients needs 
more study. A sufficient number of psy- 
chiatrists treating acute schizophrenic 
episodes in civilians have had results that 
make the standards for the milieu therapy 
ward quite realistic. The situation with 
regard to the chronic schizophrenic state, 
however, appears to be qualitatively dif- 
ferent. Here the experiential symbolic be- 
havioral system has frequently been, as it 
were, refined by use, often through con- 
siderable effort, and may represent an im- 
portant investment. It may also represent 
a strong commitment to the group of per- 
sons—such as the patient’s family or hos- 
pital personnel on a chronic ward—who 
have agreed in a conspiracy to pretend 
that the limited form of data processing 
which the experiential mode represents is 
adequate for living in the culture. Even 
when such factors are taken into account, 
one may now rather seriously consider 
that within a period of 12 to 18 months 
operationally demonstrable changes in 
mode of symbolic behavior or in prefer- 
ence for type of personal transactions 
should have occurred sufficient to permit 
reliable social communication with a 
group larger and more variable than that 
of a hospital ward. 

The desirability of setting standards is 
also apparent in another aspect of the 
study of behavior, for essentially the same 
principles apply in the organization of 
research laboratories. The older concept 
that a research worker should not be 
pressed for publication is being revised. 
Work in an unstructured field requires a 
structured environment. The expectation 
of regular publication often may assist the 
investigator to structure his own work 
and so to avoid a variety of thoroughly 
destructive, self-isolating maneuvers, such 
as fictitious perfection. The failure to 


publish within 18 to 24 months in most 
clinical and scientific research, or the fail- 
ure to meet reasonable goals in therapy, 
may well be regarded as a basis for ad- 
ministrative action, directed toward pre- 
serving the operating structure of the or- 
ganization or often toward virtually res- 
cuing an individual worker. The problem 
to be considered is not publication on 
this or that particular project, or ‘cure’ 
of this or that patient, but, rather, the 
worker’s or therapist’s objectives and his 
plan to attain them. 

Therapeutic organizations, research or- 
ganizations, and others in which the work 
requires highly trained personnel and fre- 
quent decisions on ambiguous problems 
present almost qualitatively different 
problems than do organizations in which 
the great majority of operations can be 
standardized. The former type of organ- 
ization requires maximum autonomy in a 
limited area at the working level, to- 
gether with support which is sufficient so 
that the question of support does not be- 
come an issue. This is a very tricky prob- 
lem, and no administrator with a pro- 
fessional staff larger than five is likely 
to avoid the experience of being consid- 
ered an arbitrary dictator and ‘hated’ by 
a subgroup. It is in this area that clearly 
defined, preferably numerically defined 
goals—to be reached in a longer or shorter 
period as the communication processes of 
the organization permit—are so important. 
In order to determine the relevance or ir- 
relevance of a proposal, project, event, 
and so on to the operations of the organ- 
ization, the objective must be clearly 
known and the plans for its attainment 
must be clearly though flexibly formu- 
lated. There is little so destructive to an 
organization of this type as administra- 
tive acceptance of a proposal which can- 
not be logistically supported or acceptance 
of operations, however interesting in 
themselves, which jeopardize the attain- 
ment of the primary objectives of the or- 
ganization. I have been impressed by the 
clarity of the acceptance and support 
which Bullard has given to a number of 
clinical, educational, and research projects 
at Chestnut Lodge. It has also seemed to 
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me that his rejection of other proposals 
has been more constructive than other- 
wise, whatever the basis of the rejection 
at the time. 

In the preceding discussion an attempt 
has been made to illustrate the simple 
propositions that in the area frequently 
included in the holistic terms of inter- 
personal relationships, human factors, per- 
sonality, and so forth, there are functions 
whose performance will have certain ef- 
fects on group and individual behavior 
independent of the reasons, motives, or 
emotions involved in their performance. 
This is not to say that the interpersonal 
patterns, the preferred subtransactions, 
are without effect. It is rather to say that 
within wide limits they are irrelevant to 
the accomplishment of certain objectives 
for which other particular transactions or 
sets of transactions are crucial. Thus, one 
or another of transactions specifiying, for 
example, amounts of money, cured pa- 
tients, graduated students, or research 
publications, in a definite place, per month, 
per year, or per some definite time, is 
necessary for temporally structuring a 
professional organization. 


There are various intragroup subtrans- 
actions with different effects on the course 
of the group process. For example, in 
maintaining the goal of group productiv- 
ity, one of the different subtransactions 
used is the rigid, dogmatic statement of 
concrete requirements, involving the im- 
plication of humiliation if they are not 
met, emphasis on some plausible need for 
meeting them, appeal on a competitive or 
on a personal basis, and so forth. In gen- 
eral, these patterns limit the field of 
attention and reduce intuitive thinking on 
new problems. The better workers fre- 
‘quently feel that this kind of program is a 
good experience for a short time but not 
for a career. Poorer workers respond with 
rigid adherence to official instructions. 
Possibly at another extreme is the admin- 
istrator who uses the production program 
only as a guide or indicator as to when 
and where some difficulty has arisen. In 
such a system of intragroup transactions 
it is tacitly assumed that the worker’s 


commitment to the group will be limited 
only by the reasonable demands of his 
personal problems and will be expressed 
by production as required by the group 
needs. Discussion of more distant goals 
and their feasibility is facilitated, the 
feasibility of such goals being recognized 
as dependent on present accomplishment. 
Such subtransactions can be very useful, 
particularly if the group contains several 
operationally critical thinkers. A sound 
set of subtransactions includes the simple 
recognition of production requirements, 
a work plan to meet them sufficiently, and 
opportunity for extension. No demands 
or requests are necessary, since the expec- 
tation of results is implied in the plans. 
In this system the longer-term needs— 
the career needs—of the group members 
are considered and given practical expres- 
sion in the shorter-term requirements of 
the group. 

The differences in interpersonal com- 
munication in these systems are such that 
they could be described in terms of per- 
sonality factors or interpersonal relations. 
The reciprocal relationship of group 
structure to what is called personality is 
still an open question. This seems to be 
largely due to the lack of adequate meas- 
ures of performance and the concentration 
of attention on situations in which dis- 
turbance is expressed in ways which are 
culturally preferred for inviting attention. 

The temporal structure of behavior re- 
quires specification either by recurrent 
events, such as the diurnal and annual 
rhythms, or by social consensus of how 
much, when, and where. I have described 
how various objects or functions can be 
used in this formula, and have further 
suggested that small groups may be able 
to deal with the problem of time in even 
less direct symbol systems. Depending on 
cultural values and the social situation, it 
seems reasonably clear that a considerable 
variety of objects and functions may be 
used in this analogical or metaphorical 
manner. Thus, in dyadic groups or in 
families the functions of elimination may 
be so used in Western culture. Less ob- 
viously, music—commonly described in 
terms of intensity, rhythm, and tone— 
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could be used as the metaphor of choice. 
The equivalence of different metaphors 
for reference to the same function or 
operation has at times led to concretiza- 
tion of the concepts with the assertion 
that there is some biologically innate rela- 
tionship between the functions metaphor- 
ically used. Such an _ interpretation— 
though at times artistically dramatic—is 
unfortunate in certain respects. It ob- 
scures the major message concerning the 
social functions in which difficulty is ex- 
perienced, while hyperdramatizing the 
much simpler event, object, or time scale 
of the metaphorical symbol. Further, the 
assumption of innate equivalence of two 
metaphorical concepts obscures the char- 
acteristics of the external social milieu 
“favorable to one or the other form of 
symbolic behavior. 

In contrast to the difficulties resulting 
from the concrete or formal acceptance of 
analogical or metaphorical equivalence in 
symbolic behavior, several other consid- 
erations commend such usage. In the field 
of therapy, for example, any symbolic sys- 
tem which is part of the culturally pre- 
ferred set of systems can be used for main- 
taining the physician-patient relationship 
while the process of therapy proceeds, 
provided that both the patient and ther- 
apist are reasonably adept in the commu- 
nicative use of the system. Since all 
social situations involve several interper- 
sonal transactions simultaneously or se- 
quentially, the use of condensed symbols 
becomes necessary. Further, in such sit- 
uations analogical or metaphorical sys- 
tems are often preferable, since more 
precise—that is, limited—communication 
either excludes too many factors or be- 
comes too cumbersome. The necessity for 
using culturally preferred condensed sym- 
bols in therapy is due to the characteris- 
tics of culture as a coordinated system of 
transactional patterns, including preferred 
sequences and transitions which are in- 
cluded in the condensed metaphors. In ad- 
dition, more complex cultures include more 
or less stereotyped transactional patterns 
which imply without overtly expressing 
the potentiality of patterns which might 
be incompatible when overtly expressed. 


An extreme example is the physician’s 
“bedside manner,” a culturally preferred 
symbol that renders palatable the fact 
that he is willing to take the chance of 
killing for the sake of curing the patient— 
which may also be formulated as willing- 
ness to kill for the chance of curing. In 
other words, in situations of uncertainty 
humans prefer to use condensed, vaguely 
inclusive symbols which are culturally 
sufficiently well known to include the gen- 
eral directions of the anticipated course, 
such as “toward” or “away,” “for” or 
“against.” 

Since mental health depends on the 
capacity for processing social data and 
for directing the current transaction by 
the results of such processing, it is obvi- 
ous that culturally accepted patterns or 
formulae (precomputed answers) have to 
be known, together with their appropriate 
communicative (verbal) behavior. When 
such transactional patterns are well 
known it is only necessary to process the 
data which are deviant and to apply cor- 
rections. Further, the course of the whole 
transaction—the accomplishment of the 
goals of the subtransactions—can be 
readily followed. This is of particular im- 
portance for counteracting the inevitable 
tendency, as the goal of the current sub- 
transaction is approached, to limit the 
field of attention to a greater number of 
the more immediate details and so to lose 
information and consequently orientation 
in the extended social context. Distortion 
or loss of the context is likely to pre- 
cipitate ‘anxiety’ with reduction of ade- 
quacy of performance. 

Weinstein, pointing out another phe- 
nomenon associated with certain features 
of symbolic behavior, has shown that 
when a brain-injured patient uses clichés 
in the particular analogical or metaphor- 
ical system he is well trained in, he seems 
to experience a sense of reality that other 
symbolic forms fail to evoke.’* This phe- 
nomenon is clearly not limited to patients. 
Money, the gold standard, credit, and 
finance in general provide multiple ex- 
amples of the sense of the ‘real’ and need 
not be elaborated here. Not so are profes- 


18 See footnote 10. 
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sional medical attitudes. A broken leg is 
generally accepted as a ‘real’ condition 
for medical interference, but the ‘reality’ 
of neuroses is still questioned despite ex- 
tensive examples in publications. The 
characteristics of symbolic behavior which 
is accompanied by a sense of reality in- 
clude the following: The symbol is taken 
from a culturally preferred value system 
which has long been used by the subject 
and his reference group; in the situation 
the symbol is used concretely, as though 
it referred to an object, act, or function, 
and the analogical, metaphorical meanings 
are occluded; and the speaker receives 
‘the concurrence of the face-to-face group 
in the adequacy of the symbol. The ex- 
pression of concurrence may take one of 
several forms, such as overt or tacit agree- 
ment; dismissal of the communication by 
classifying it as an “un-understandable 
psychotic production” or as a deficiency 
due to brain injury; or denial and argu- 
ment. The latter gives concurrence by 
reduction to “my opinion” versus “your 
opinion”—which is _ insoluble—or by 
creating an issue concerning the diction- 
ary meaning of the symbol and leaving 
the metaphorical or analogical message 
untouched. It is of interest that the ob- 
jects, acts, and functions used as meta- 
phorical or analogical symbols for com- 
munication direct attention away from 
the social problems which evoked the sit- 
uation. It is much simpler and safer, for 
example, to argue about dollars and cents 
than to consider social value systems and 
problems of distribution. The major mes- 
sage—that is, the message which, if 
answered, is most likely to lead to more 
adequate communication—of this type of 
symbolic behavior is usually a statement 
of urgency related to some aspect of the 
current social situation. At times, how- 
ever, the therapist may know enough of 
the social context and of the patient’s use 
of clichés to answer so as to clarify sig- 
nificant factors which the patient is un- 
able to differentiate with certainty but 
could recognize if they were suggested. 
It is usually possible, however, to answer 
with a statement or question which will, 
as it were, leave the door open for further 
communication. 


The probiem of the sense of reality is of 
considerable interest, particularly as this 
sense or feeling is frequently used for 
testing the adequacy of behavior, decision, 
judgment, and so forth. It is redundant to 
say that the sense of reality is dependent 
on the temporal structure of behavior, but 
it provides a basis for inquiring into pos- 
sible functions maintaining this structure 
which are of particular or of general sig- 
nificance. Temporal structure appears to 
depend on a number of central nervous 
system activities which may be hypothe- 
sized as follows: A very short, running 
memory of the immediately preceding 
course of the transaction appears essential 
for the control of movement if for nothing 
further. The ability to maintain a concept 
of the objective of the current transaction 
is necessary, together with the ability 
simultaneously to determine the relevance 
of information as it is received to the 
course of the transaction toward the ob- 
jective. These three complex functions 
appear necessary for controlling behavior 
which is not directed by some continuous 


input from proprioceptive or exterocep- 
tive systems. Whether these three hy- 
pothecated functions are sufficient for di- 
recting short transactions is not certain, 
but it is clear that further functions are 


necessary for longer control. These in- 
clude maintaining concepts of more dis- 
tant objectives and comparing sets of 
subtransactions with each other in order 
to select the set preferred to accomplish 
the major transaction. In addition, for 
reliable temporal structure of transactions 
utilizing two or more subtransactions, a 
further functional necessity is the capacity 
to anticipate the probability of change in 
plan in case of failure or ambiguity in ac- 
complishing an intermediate subtransac- 
tion. If such probabilities cannot be an- 
ticipated, the temporal course of the 
behavior will probably be disrupted. Fol- 
lowing such disruption action continues 
but is most likely to be unrelated to the 
former course and may follow some ster- 
eotyed formula—usually called a symp- 
tom—or may continue for a time under 
the control of some stereotyped interpre- 
tation of the immediate sensory input. 

It would appear that the sense of reality 
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or unreality is associated with disturb- 
ances in this level of functioning, since at 
the lower—shorter—level comparison of 
the course of events with the anticipated 
course is doubtfully feasible, except in 
retrospect. In these terms the sense of 
reality is related to the adequacy of an- 
ticipatory behavior in transactions of a 
degree of complexity requiring a mental 
operation on a mental operation—the dif- 
ferentiation of one or more subtransac- 
tions and subgoals for the accomplishment 
of the distant goal of the longer-term, 
hierarchically superior transaction. 

It was previously noted that the system 
of learned cultural roles provides a set of 
precomputed answers for processing social 
data, including very complex transactions 
consisting of sets of subtransactions of 
accepted variability. The cultural system 
also provides accepted changes in plan, 
some evaluated as ‘good,’ others as ‘bad,’ 
for the three possible responses at any 
step: Yes, no, and maybe. A ‘realistic’ 
solution to a personal or social problem is 
one which proposes an objective clearly 
implying feasible continuity in a cultur- 
ally accepted form. For example, the old 
“lease-breaking” party with friends to 
persuade a recalcitrant landlord was bad, 
but accepted. In contrast, a former mental 
patient very effectively persuaded his 
landlord to break his lease by sitting in 
his bedroom window squirting water into 
the street by means of a hose carefully 
attached to the bathroom faucet. He was 
careful to do no damage, but when, on 
being asked what he was doing, he mur- 
mured, “It’s a secret,” he was promptly 
diagnosed as in a relapse. Lease-breaking 
“friends” are realistic, though they may 
be bad, but lease-breaking “secrets” do 
not define the next step and are dangerous 
or sick. The former patient who used the 
hose would have avoided rehospitalization 
if he had informed his physician of his 
plans. He had apparently not anticipated 
more than getting his lease broken and 
walking out to find another apartment. 
He apparently dealt with the disruption of 
his limited plan—that is, being questioned 
instead of being told to leave—by chang- 
ing to a pattern of behavior under direct 


control of the environmental contingen- 
cies and using a preferred cliché. 

Regardless of a person’s ability to use 
his cultural system for organizing his life 
course—even with the help of clocks, cal- 
endars, and memory devices—the un- 
known potentials and requirements of 
technical developments will bring him 
sooner rather than later face to face with 
a temporal interval which cannot be dealt 
with by plans and foresight. Such an 
open-ended situation is intolerable, as 
there is no objective as a reference for 
structuring behavior or for correcting the 
course. To provide structure human 
groups devise rules and ethics, such as 
those of trade unions and professions, of 
cities, states, nations, and larger political 
groups, of religions and cosmologies, and 
so forth. These rules of behavior derive 
their authority from group acceptance 
and, if followed, provide assurance of re- 
liable social communication regardless of 
their effect on the course of the group. 
Since the responses one evokes from other 
persons provide the major indicators for 
directing most of behavior, assurance of 
stable group relationship is crucial. As a 
result the reality of the cosmology ac- 
cepted by the group and of the principles 
underlying the group’s ethical system is 
of very great significance in expressing 
commitment to and concurrence of the 
group. Indeed, under stress, cosmologies 
and ethics have frequently become the 
generally preferred metaphorical systems 
for symbolizing any disturbing events, 
even those in dyadic groups. 

The importance for broad, diagnostic 
understanding and for therapy of recog- 
nizing the analogical and metaphorical 
symbolic systems used by a patient is 
evident from the work of Weinstein, 
Artiss, and others. Fromm-Reichmann’s 
description of “talking to the patient as if 
he were a child on the one hand, or on the 
other, talking to him according to his 
chronological age” '* was possibly equiva- 
lent to responding to the content of the 
analogy or metaphor as contrasted with 
responding to the message of the immedi- 
ate social context which the experiential 


4 Personal communication. 
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form conveys. In a similar vein was Bul- 
lard’s advice for considering the patient’s 
reported dreams: to listen for the sim- 
plest verb in its most conventional, im- 
mediate meaning. Sullivan’s psychother- 
apy with patients was always heavily 
weighted on the side of current social 
performance, and he used patients’ verbal 
behavior largely for pointing out discrep- 
ancies between the implied social situa- 
tion—that is, the anticipated course of the 
social transaction—and the more probable 
course which the physician, as an expert, 
could recognize. This was not merely a 
translation, however, as it provided the 
basis for explicitly introducing into the 
shared symbolic behavior other factors 
and longer time dimensions which at best 
were only implicit before. 

Certain personal experiences with Sulli- 
van, as well as some of his side remarks, 
indicate that he did not deal with patients 
only in this form. Under optimal condi- 
tions, which included mutual knowledge 
of the analogies and metaphors, Sullivan 
used these analogies and metaphors rather 
than translating them into referential 
language relevant to the immediate situ- 
ation. However, in using this form of 
symbolic behavior his objective was both 
to convey the expectation that the patient 
would take a larger area of living into 
account and also to provide indicators of 
success or failure in such accomplishment 
clearly and without undue delay. There 
is probably no reward for a patient com- 
parable to confirmation of increasing abil- 
ity to handle social data reliably, and 
probably there are few disappointments 
as serious as finding that the criteria of 
adequacy which he has learned are un- 
certain or false. 

To leave the particular for the general, 
it would probably be not too incorrect to 
assume that the long apprenticeship train- 
ing in psychiatry, when successful, results 
in the acquisition of the ability to com- 
municate with several classes of patients 
in an idiom in which at least one or two 
areas of living can be dealt with in the 
patients’ systems of symbolic behavior. 
The problem then remains to find a sys- 
tem in which psychiatrists with various 


personally preferred symbolic systems 
may communicate with each other. This 
seems to be the problem which generates 
many of our current difficulties in having 
a multiplicity of schools of thought in this 
field. The different schools tend to con- 
cretize the limited analogical and meta- 
phorical systems which they prefer and 
unfortunately often expend more of their 
own and their apprentices’ efforts in learn- 
ing to translate the patients’ communica- 
tions into their own systems than in 
learning to listen to patients. Many psy- 
chiatric teachers will necessarily thor- 
oughly deny this “scurrilous allegation,” 
but if one investigates one will often find 
that “really” hearing the patient is more 
or less equivalent to discussing him in the 
reliable terminology. However, in so far 
as the trainee develops sufficient confi- 
dence from his professional group or other 
associates to permit him to use the ritual 
selectively, even to the point of disregard- 
ing it, and to use whatever other systems 
he has known or can learn for directing 
the course of the patient to more compre- 
hensive living, he will be useful and 
probably successful. 

The function of ritual in the early pe- 
riod of development of professions is of 
interest since it seems to be inevitable. In 
the explanatory phase of any investiga- 
tion the final results provide the criteria 
for correcting errors in the course of the 
method. It is only after the early proce- 
dures have become stabilized and a num- 
ber of workers can routinely expect to ac- 
complish the planned results that one can 
start a scientific, comparative study for 
identifying separate factors in the pro- 
cedure, determining their relevance for 
accomplishing the major objective, and 
assaying any possible side effects. Until 
such studies have been conducted it is 
necessary to follow the rules handed down 
from the past to be sure not to omit the 
relevant factor. 

It is quite conceivable that definitive 
studies of psychiatric therapy will not be 
possible before data are obtained on the 
mechanisms of memory. However, it is 
possible to clarify a number of questions 
with methods already available. The re- 
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lationship of particular factors in the en- 
vironment to particular characteristics of 
transactions—such as the relationship of 
a clear indicator of the temporal course 
to stability of communication—can be 
studied. Such studies would probably be 
facilitated by testing the value of hypothe- 
ses for classifying different aspects of be- 
havior. The common classification of 
“normal” versus “sick” behavior, based on 
criteria related to reliability of conven- 
tional performances and absence of com- 
plaints, is certainly practical from the 
general social point of view, but fails to 
provide a basis for differentiating many 
factors common to both the normal and 
sick groups and for differentiating factors 
common to different therapeutic proce- 
dures. Hypotheses based on “feelings,” 
“emotions,” “relationships,” “instincts,” 
and so on have developed out of the 
therapeutic methods of the past hundred 
years and provide excellent bases for di- 
recting attention to certain aspects of 
therapy and for professional communica- 
tion in the therapeutic discipline. How- 
ever, since the units used are themselves 
inferences from social transactions, they 
fail to differentiate many features of the 
operations of which they consist. Also, 
most such theories assume qualitative 
differences between such classes of be- 
havior as emotional, instinctive, and cog- 
nitive, which means then that a further 
assumption of a mixing process is required 
to account for many patterns of behavior 
which are clearly not one or the other. 
Although the approach to behavior from 
the standpoint of information and feed- 
back theory is at present obviously too 
cumbersome for use in therapeutic opera- 
tions themselves, in research it offers 
many advantages, not the least of which 
is getting rid of the qualitatively different 
classes of behavior. Instead, one can as- 
sume quantitative differences in spatial 
and temporal complexity of transactions, 
and in clarity of messages and precision 
of criteria for information on the course. 
For example, if relatively large segments 
of behavior are more easily controlled by 
mere “recognition” of the presence or 
absence of a cue, it is more likely that the 


behavior would be classed as “emotional.” 
Behavior controlled by criteria which are 
tested by well-defined—that is, clearly 
communicable—operations is commonly 
classed as “cognitive.” Thus, one dimen- 
sion which can be roughly quantitated is 
obtained instead of two qualitatively dif- 
ferent classes. Analogously, the question 
of “instinct” represents one limit of a 
quantitative scale of the dimension of 
modifiability by experience and, hence, is 
irrelevant, at least for the higher species. 

Attention should also be directed to the 
possibility that a quite different organiza- 
tion of information on behavior may be re- 
quired, related to the finding of neuro- 
humoral agents such as serotonin, nor- 
epinephrine, and others in the brain; there 
is a probability that some of these act as 
modulators of activity rather than as 
transmitting agents. If this is the case, 
certain aspects of behavior will follow 
thermodynamic rather than communica- 
tion principles, either in whole or in part. 

From these considerations certain gen- 
eral conclusions follow. The field of psy- 
chiatry is entering a stage in which it will 
not be sufficient to learn only a technique 
of therapy or a system of analyzing be- 
havior. Certain features of behavior are 
relevant to certain goals, others to other 
goals, and for any particular goal much 
that might be done in the name of therapy 
or that might be investigated or measured 
in the name of research is irrelevant or 
redundant. Not only is a hierarchical sys- 
tem for formulating the phenomena of 
behavior required, but also a hierarchical 
set of methods and associated theories is 
needed to permit correlation of data 
throughout the field. Researchers have 
learned this by the study of behavior and 
now enter the stage of beginning to un- 
tangle the myths inherited with the cul- 
ture from the crucial messages on which 
understanding problems in living de- 
pends. 

The title of this paper—The Sense and 
the Noise—possibly describes the paper 
more than it does the subject presented. 
I am not sure whether the paper is more 
sense or more noise. What sense there is 
may hinder technical and intellectual ad- 
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vance just as probably as it may further 
it. The noise may evoke sense in some, as 
well as merely waste the time of others. 
The interpretation of data is a very im- 
portant personal problem, indeed so im- 
portant that most investigators adhere to 
a school of thought in more or less agree- 
ment with a preferred group in order 


to be assured both of the reality of their 
concepts and also of the adequacy of their 
operations for demonstrating them. It is 
not surprising that researchers enter the 
new phase of the study of behavior with 
some trepidation. 
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Milieu Therapy and the Development of Insight 
Alfred H. Stanton* 


HILE I WAS musing about the early days of my connection with Chestnut 
\ \ Lodge and recalling the various young people who were working and learning 
at the hospital during my own apprenticeship there, my memories brought back a 
rather consistent picture of personal growth of the staff, students, and teachers, both 
professionally and in other respects. It was from this that my choice of topic arose. 
It is probably seldom that a lasting atmosphere of intellectual excitement and 
searching humanism occurs as it did on Dexter Bullard’s porch during those sessions 
when the staff partook of the clinical experience and varied points of view of David 
Rioch, Frieda Fromm-Reichmann, and Harry Stack Sullivan, all somehow organized 
by Dexter Bullard. The experience was a deeply formative one, and I am grateful 
for this chance to recall it and to express for myself and, I suspect, for the others, our 
debt to the hospital. But to return to the topic, I shall not deal further with the staff 
at the moment; a psychiatric institution is not set up for the staff but for the therapy 
of the patients, and benefit to the staff of any sort must be a by-product, however 
important it may be. 


Four paradoxes have become apparent 
in the idea of the therapeutic community 
since it has become a widely used con- 
ception. First, most of its advocates em- 
phasize that the hospital should be as 
much like the ‘outside’ as is practicable 
and that patients should be discharged to 
the outside community as soon as possi- 
ble. But, if the community ‘inside’ is 
therapeutic, why should not discharge oc- 
cur at some optimal time for each patient 
rather than as soon as possible? 

Second, the therapeutic community is a 
community encouraging patients’ devel- 
oping toward freedom and spontaneity 
and autonomy; but usually the hospital is 
a place where this must be done partly 
by restrictions, emotional manipulation, 
and enforced dependence. 

Third, most therapists insist upon indi- 
vidualization as an essential in their effort, 


but the very stuff of the institutional 
group is its universalistic demands. 

Fourth, the institution must be ordered 
and managed without there being in ex- 
istence a body of theory which gives war- 
rant to the administrator’s actions—in 
short, arbitrarily; but it is widely believed 
that images of omniscience and corollary 
arbitrary actions are the opposite of ther- 
apy. This is complicated by an attitude— 
it could hardly be called a theoretical 
view—that disease, like personal action, 
springs from the inside, as must thera- 
peutic events. Recently prevailing opinion 
of this type makes the development of an 
adequate theory of therapy both a press- 
ing and a difficult task. 


There is now no dearth of implied 
theory of institutional therapeutic effect 
in the literature. The last decade and a 
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half has brought out a surprisingly large 
number of hospital studies of variable 
theoretical content; many have contented 
themselves with reporting, leaving their 
theoretical views tacit; some have been 
devoted to description without normative 
intent. In both these cases, ideas about 
therapy are, however, often implied. A 
rapid survey or abstract of these, while 
running great danger of distortion, will 
nevertheless serve two purposes—first, to 
show that enough information in this field 
is now available to make it indiscreet to 
voice one’s uninformed preconceptions as 
facts; and, second, to indicate broadly the 
trend. 

The various discussions of the thera- 
peutic community have centered primarily 
around four general areas of analysis: psy- 
chopathology as related to the group; the 
institutional control of staff behavior; the 
expansion of interpersonal awareness; and 
the analysis of social structure. These 
often overlap, and some authors consider 
material in several areas, but the classifi- 
cation will serve tc describe the field. 


Simmel and his co-workers at the Tegel 
Sanatorium built their practice solidly 
upon psychopathology.? Believing that the 
schizophrenic patient must recapitulate 
the indulgence-frustration sequence which 
originally gave rise to the reality principle, 
they tried to arrange a temporally appro- 
priate sequence of management, with frus- 
tration introduced after a period of in- 
dulgence, or what was later to be called 
anaclitic therapy. 

This approach was further developed by 
the Menningers,? whose four attitude pre- 
scriptions were tailored to what was as- 
sumed to be the basic psychopathology; 
implicit was the assumption that pre- 
scribed attitudes could be used more ef- 
fectively by the staff than by any one per- 
son, who would tire or show limitations 
that a sequence of persons would not. It 
is a tribute to the intellectual aliveness of 
the Menninger Clinic that the most con- 


1Ernst Simmel, “Psychoanalytic Treatment in a 
Sanatorium,” Internat. J. Psycho-Anal. (1929) 10: 
70-89. 

2 William C. Menninger, ‘“‘Psychoanalytic Principles 
Applied to the Treatment of Hospitalized Patients,” 
Bull. Menninger Clinic (1937) 1:35-43. 


vincing skeptical finding comes from 
their group also—that psychologists were 
unable to identify the prescribed attitude 
from the behavior of the staff.* 

Redl and Wineman, later, were simi- 
larly sensitive to the need organization 
of their young charges and tailored the 
demands and provisions for their care to 
the frustration tolerance shown by chil- 
dren with inadequate ego development. 
Sivadon’s practices also fall into this 
group,® although his psychopathological 
theories are less familiar than those of the 
authors mentioned above. After a period 
of re-education, his patients were offered 
sociotherapy upon the following basis. Be- 
lieving that their energy could follow one 
of three courses—either repression with 
apathy, externalization with aggression as 
a result, or adaptation giving rise to group 
cohesion and constructive efforts—he 
tried to foster the third course. Patient 
groups early in their development were 
expected to show aggression toward the 
staff—he remarks that there was usually 
no difficulty in finding topics for their 
complaints—but later the groups came to 
include the staff as group members. The 
early hostile group was more primitive 
and easier to form. Graded occupations 
were then offered to the patients, the 
whole being planned about this view of 
psychopathology. 


Compared with this first type of analy- 
sis, the descriptions of efforts at institu- 
tional control of what personnel do to and 
for patients are simpler, and less ambi- 
tious; they have usually been based upon 
giving the patient something he needs 
particularly because of his illness—per- 
haps because of previous deficit. The ideas 
are often such that, in isolating them for 
consideration, one unavoidably seems to 
be caricaturing them. This is not my in- 
tention, but it is my impression that the 
analyses often give such an appearance 
because the original view is, in fact, over- 
simplified. Writing in this vein has come 

8 Personal communication. 

4Fritz Redl and David Wineman, Controls from 
Within: Techniques for the Treatment of the Aggres- 
sive Child; Glencoe, Ill., Free Press, 1954. 


5 Paul Daniel Sivadon, “Techniques of Sociother- 
apy,” Psycutatry (1957) 20:205-210. 
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from many sources, since it is the com- 
monest type of discussion of therapy pro- 
grams in mental hospitals. I can only 
select arbitrarily. Greenblatt, York, and 
Brown differentiate custodial from thera- 
peutic patient care on the basis of a num- 
ber of discrete things done to—or for— 
patients; a greater rate of interaction and 
communication, less restriction, and con- 
stant therapeutic pressure of a varied and 
eclectic sort are the most prominent of 
many items mentioned.* Gilbert and Lev- 
inson are more systematic in their focus 
upon therapeutic intent and effort.? Bul- 
lard mentions analysis of personnel as a 
way of diminishing rejection of patients; * 
and all of Fromm-Reichmann’s writings 
urge respect for the patient as a correc- 
tive for his low self-esteem.® Schwartz’s 
study of incontinence shows clearly the 
intimate relation it bears to rebuff by 
staff..° Von Mering and King give vari- 
ous extremely practical rules and tech- 
niques for staff members to provide struc- 
ture and meaning for patients in their 
wards." Scher describes practices based 
upon the premise that the withdrawal of 
schizophrenic patients from others and 
from assigned tasks is harmful for them 
and should be systematically and continu- 
ously prevented.'* He reports success. 


® Milton Greenblatt, Richard H. York, and Esther 
Lucile Brown, From Custodial to Therapeutic Pa- 
tient Care in Mental Hospitals; New York, Russell 
Sage Foundation, 1955. 

7Doris G. Gilbert and Daniel J. Levinson, “ ‘Cus- 
todialism’ and ‘Humanism’ in Mental Hospital Struc- 
ture and in Staff Ideology,” pp. 20-35; and “Role Per- 
formance, Ideology, and Personality in Mental Hos- 
pital Aides,” pp. 197-208; in The Patient and the Men- 
tal Hospital, edited by Milton Greenblatt, Daniel J. 
Levinson, and Richard H. Williams; Glencoe, IIL, 
Free Press, 1957. 

8 Dexter M. Bullard, “The Organization of Psy- 
choanalytic Procedure in the Hospital,” J. Nervous 
and Mental Disease (1940) 91:697-703. 

®Frieda Fromm-Reichmann, Principles of Inten- 
sive Psychotherapy; Chicago, Univ. of Chicago Press, 
1950. Dexter M. Bullard, editor, Psychoanalysis and 
Psychotherapy; Selected Papers of Frieda Fromm- 
Reichmann; Chicago, Univ. of Chicago Press, 1959. 

2 Alfred H. Stanton and Morris S. Schwartz, The 
Mental Hospital; New York, Basic Books, 1954. 

1 Otto von Mering and Stanley H. King, Remo- 
tivating the Mental Patient; New York, Russell Sage 
Foundation, 1957. 

12 Jordan M. Scher, “Schizophrenia and Task Orien- 
tation—The Structured Ward Setting,” AMA Arch. 
Neurol. and Psychiat. (1957) 78:531-538; and “The 
Structured Ward: Research Method and Hypothesis 
in a Totz! Treatment Setting for Schizophrenia,” 
Amer. J. Orthopsychiatry (1958) 28:291-299. 


Sullivan, without insisting upon it in 
his papers describing his ward activity, 
developed the idea of systematically at- 
tempting to widen awareness of interper- 
sonal relations as a therapeutic device," 
without, to my knowledge, giving a ra- 
tionale for the mechanism of its therapeu- 
tic action. It is perhaps due to his influ- 
ence that the pressure for increasing pa- 
tient participation, as in psychotherapy, 
group psychotherapy, patient government 
plans and the like, grew up in this coun- 
try. But work of a different sort began 
with Jones, the originator at Belmont Hos- 
pital in England of the most influential 
single plan of community treatment in 
psychiatry, a plan which has been fol- 
lowed by Wilmer with psychotic patients 
in the United States.1* His combined pro- 
gram of voluntariness, large and small 
group therapeutic activity, a highly sched- 
uled day, and continued efforts toward 
greater interpersonal knowledge leads me 
to think of him primarily in this group. 
The Rapoports’ supplementary studies, in- 
cluding their analysis of participation in 
tension states of the group, were a sig- 
nificant aspect of the Belmont investiga- 
tion.5 Jones also presented a follow-up 
study of the results of his treatment pro- 
gram. 

Bettelheim followed his initial outline 
of principles, which he reported with Syl- 
vester, by detailed descriptions of the ap- 
plication of these principles—great indi- 
vidualization, including meticulous in- 
dividualized planning of activities, and 
prompt “marginal” interviews on the 
scene immediately when disturbance oc- 
curs.1¢ 


%Harry Stack Sullivan, “Socio-Psychiatric Re- 
search: Its Implications for the Schizophrenia Prob- 
lem and for Mental Hygiene,” Amer. J. Psychiatry 
(1931) 10:977-991. 

144 Maxwell Jones, Social Psychiatry; London, Tavi- 
stock Publications, 1952. Harry A. Wilmer, Social 
Psychiatry in Action; Springfield, Ill., Charles C 
Thomas, 1958. 

1% Robert N. Rapoport, Community as Doctor; 
Springfield, Ill, Charles C Thomas, 1960. Robert 
Rapoport and Rhona Rapoport, “Permissiveness and 
Treatment in a Therapeutic Community,” PsycHta- 
TRY (1959) 22:57-64. 

1%*Bruno Bettelheim and Emmy Sylvester, “A 
Therapeutic Milieu,” Amer. J. Orthopsychiatry 
(1948) 18:191-206. Bruno Bettelheim, Love Is Not 
Enough; The Treatment of Emotionally Disturbed 
Children; Glencoe, Ill., Free Press, 1950; and Truants 
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The social structural studies can be con- 
veniently separated from the interper- 
sonal on the basis of their special atten- 
tion to the organizational plan of the in- 
stitution as a therapeutic feature—or an 
antitherapeutic feature. Interest in “de- 
mocracy,” stemming originally from 
Bryan in hospital literature,’’ is a cen- 
tral point for Main and his co-workers.’* 
Since they attribute much of illness to 
misused authority, they stress the thera- 
peutic value of participation in manage- 
ment by staff and patients. The observa- 
tion made by Schwartz and myself of the 
relation between a patient’s excitement 
and structured covert staff disagreement 
about the patient by staff members in di- 
rect contact with him, is an entirely struc- 
tural concept involving at least three peo- 
ple who compose a certain configuration; 
further, the ‘blocking’ of communication 
we discussed is meaningful only in a set- 
ting where communication is legitimately 
expected.?* I have tried elsewhere to ex- 
plore ways of generalizing about thera- 
peutic effects of hospital structure that 
would be useful for the administrator— 
the person responsible for general plan- 
ning and maintenance of the hospital so- 
cial structure. The importance of charac- 
teristic, stable misunderstandings—stable 
because of their shared ‘value’ for their 
participants—in maintaining illness *° im- 
plies suggestions for their undoing. Non- 
specific therapeutic processes ** include 
interruption of deteriorating social situa- 
tions, rehabilitation opportunities for the 
patient—involving his general acceptance, 
restoration of his initiative, and educa- 
tional opportunities—and the moving ef- 
fect of successful collaboration with 
others. More specific measures arise from 
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the informal ‘diagnosis’ of each patient 
achieved by the care-taking personnel as 
a group, and the tension-relieving meas- 
ures which they take on a more or less 
empirical basis. These measures do en- 
tail significant administrative conse- 
quences.”? 

Social structural premises are a neces- 
sary part of Sivadon’s plans for his groups, 
whose continuity is based upon their 
original complaints about the staff and the 
later incorporation of the staff values as 
aggression becomes more constructive.** 
Redl indicates that “for some children 
there is a need for something like the tie 
to a ‘depersonalized group code’ which 
alone can open the path to value incor- 
poration.” ** Caudill clearly indicates the 
solution of perplexities in the clinical ap- 
proach to patient or group difficulties 
achieved by widening appreciation of the 
context of meaning beyond that which is 
institutionally usual.**> Rapoport describes 
the social structural strains and their 
handling at Belmont,?* and Meijering de- 
scribes the solution of authority strains 
in a military hospital by the structural 
device of administrator and therapist.** 
Hamburg indicates the importance of 
change itself in the atmosphere of the 
general hospital ward,?* and Artiss de- 
scribes in detail the relation of therapeutic 
change to group acceptance.”* 

Even the open door practices of recent 
years in mental hospitals are described by 
its practitioners and observers in terms 
which insist upon the importance of 
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changes in attitude of the staff, not only 
to effect the change, but also as a result 
of it, and imply that this is a significant 
factor in the effects they note.*° 

The recent study made by Pao at Chest- 
nut Lodge on the use of a three-way inter- 
view between patient, family, and doctor, 
to uncover problems in the patient’s dis- 
charge, carries interesting social struc- 
tural implications; information which had 
previously failed in groups of two became 
accessible in a group of three of a particu- 
lar type.*? 

The structural analyses mentioned to 
this point clearly indicate the intimate 
connection between organizational plans 
and treatment. But perhaps ultimately 
more important is a group of studies ana- 
lyzing the countertherapeutic effects of 
certain social structures. Bateman and 
Dunham have described the organization 
—informal but effective—of aides to keep 
patients “in their place”; *? and Charlotte 
Schwartz, in an extraordinarily interest- 
ing paper,** has described the effects upon 
nurses of a ward deliberately designed to 
try to carry out systematically certain 
prescriptions which are commonly ad- 
vocated—permitting the patients to do 
“anything they want”; asking the nurse 
to follow her own “natural inclinations”; 
using no organized or routine approaches 
to patients. Tensions, misunderstandings, 
and a loss of basis for actions were promi- 
nent in her findings. 

In a paper which has become famous, 
Goffman has described the rituals, par- 
ticularly the stripping operations, of the 
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“total institution” with clear implica- 
tions for the depersonalization often ex- 
perienced in the psychiatric hospital.*+ 
The paper is clear, pungent, and some- 
what shocking even after years. It offers 
a kind of negative Utopia for guidance. 
But while many of Goffman’s strictures 
are convincing, I have not been able to 
follow all the generalizations. A similar 
paper by Kahne, arising out of detailed 
experience, describes more specifically the 
relation of bureaucratic structure to such 
taken-for-granted matters as the defining 
of which decisions are important and the 
valuing of impersonal management.** He 
is able to give advice on techniques that 
partially ameliorate bureaucratic effects. 
The detail of his analysis and its intensive 
clinical background promise a develop- 
ment to a genuinely new level of theo- 
retical grasp of the nature of therapeutic 
and antitherapeutic action in the hospital. 
Etzioni also, approaching numerous analy- 
ses of the hospital critically, exemplifies 
the greater sophistication which has been 
needed.** He describes how the “human 
relations approach” in the therapeutic 
area has often led to overemphasis of the 
importance of communication, ef the self- 
contained autonomy of the institution, and 
of the benefits of participation in decision- 
making, and to the relative neglect of im- 
portant structural factors. In another 
promising analysis, Rashkis makes a seri- 
ous effort at relatively global quantifica- 
tion of patient disturbance and staff con- 
sensus.*7 He and Wallace were able to 
examine these relationships empirically 
in an effort to check a hypothesis simi- 
lar to, but not identical with, one offered 
by Schwartz and myself.** 
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Certain general attitudes—they could 
not be called theoretical views—that are 
currently influential in important admin- 
istrative decisions should also be men- 
tioned here. The first is a developing fear 
of psychiatric hospitalization as a destruc- 
tive power, a fear which, to me, often 
seems like a new and sophisticated-ap- 
pearing form of the old and more primitive 
hospital phobia. The regression of patients 
is feared above all else; this leads to a 
high premium upon shortening hospital 
stay to the very minimum, probably with 
the result that many one-man psychiatric 
wards are developed in the community. 
Such an attitude feeds upon, and feeds, 
the denial of illness and of need which so 
clearly characterized the families de- 
scribed by Clausen and his co-workers.*® 
Such denial has been actually recom- 
mended to psychiatrists by one authority, 
who has indicated that the time to diag- 
nose schizophrenia is as late as you pos- 
sibly can. 

Opposed to this is a contrary attitude 
which fears denial of illness above every- 
thing, and may, in fact, encourage a high- 
lighting of illness leading to a gratifica- 
tion of regressive drives. 

It is to counter such broad, vague, and 
misleading pseudopsychiatry that the ef- 
fort to develop a more critical even if 
sadly incomplete theory is addressed. For, 
according to Bockoven, a grave mistake 
was once made in American psychiatry 
when hospitals were greatly increased in 
size in an attempt to get more of a good 
thing, and, incidentally, at less expense.*® 
An equally grave mistake may be made 
today if the profession actively promotes 
a hospital phobia, partly, with the best 
will in the world, to save expense. 


The understanding of the therapeutic 
effects of hospitalization can be advanced 
in a number of ways. It will be most se- 
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cure, however, when it can be related to 
the disorder of the patients as formulated 
in psychopathology. But this involves one 
of the paradoxes in the idea of the thera- 
peutic community that I mentioned in 
opening my discussion of it—the paradox 
of the universals characteristic of the in- 
stitutional group and the particulars de- 
manded by persons with different types of 
illness. I am not one who can think of all 
types of mental illness as way stations on 
a regressive sliding board, so that regres- 
sion becomes the touchstone uniting all 
illness. But there are certain common 
characteristics of the treatment process 
which are widely applicable, if not uni- 
versally, to various types of illness. Of 
the several general aspects of successful 
treatment which could be discussed, I 
have selected the acquisition of insight 
for consideration; it is uniformly prized 
and of manifestly great importance. Let 
me approach it from the standpoint of the 
psychoanalyst. 

Psychoanalytic insight is a term used 
more specifically than the general term 
insight. Learning theorists often use the 
more general term to indicate an under- 
standing of the environment; a person 
who has repeatedly lost his way in a 
building will be less likely to get lost 
again if he gets a grasp of the general 
outlines of the building from an over-all 
view of it, and this ‘insight’ can be ob- 
tained in describable ways. Mathematical 
insights—the skillful and half-conscious 
grasp of the applicability of measurement 
or the sensing of an as yet unrecognized 
flaw in a development—is similar, al- 
though no one can describe how to obtain 
it. And insight into other people should 
be thought of as belonging in this class of 
concepts—a usage of the term insight 
which is entirely different from the way 
I shall use it, and which is related to 
psychoanalytic insight only in a complex 
way. 

But the term has been used also among 
psychoanalysts in several different ways. 
Zilboorg has contrasted “psychological in- 
sight” with “intellectual insight” or 
merely “verbal insight,” +4 and both have 
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been differentiated from the more usual 
psychiatric usage of the term—the recog- 
nition of one’s own illness and the need 
for treatment. Further, analysts have used 
the term to designate the insight into the 
patient which springs from the analyst’s 
theoretical knowledge—that is, knowledge 
of what must be the implication of what 
the patient is saying—as opposed to em- 
pathic grasp, which is attributed to a 
limited and temporary identification. 
Emotional, as contrasted to intellectual, 
insight has been mentioned without 
clearly indicating what is conveyed by the 
terms. 

Richfield, in an important contribution 
to this area, indicates that “emotional in- 
sight” at times is used to mean insight 
accompanied by emotion felt when it is 
obtained, at other times insight about an 
emotion, and apparently at still other 
times something similar to the “psycho- 
logical insight” mentioned earlier.‘ Arlow 
mentions “pseudo-insight”—which may be 
the manifestation of counterphobic atti- 
tudes, of reaction formations, or of com- 
pulsive identifications with the normal.** 
Finally, at times insight is differentiated 
not on the basis of its character, but on 
the basis of its outcome, into therapeutic 
insight versus other insight, presumably 
nontherapeutic or conceivably antithera- 
peutic. The classification made by Reid 
and Finesinger fits with this differentia- 
tion; it comprises emotional insight (in- 
sight either accompanied by, or about an 
emotion), intellectual insight (where nei- 
ther is the case), and dynamic insight (a 
type which seems to belong to the group 
of therapeutic insights) .** 

Richfield, however, proposes a clarifica- 
tion which seems to be essential. He 
points out that, since all insight must be 
cognitive, the term intellectual insight is 
redundant. Further, he identifies two un- 
spoken assumptions by emphasizing that 
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cognitions are not necessarily all similar 
and that there may be more than one type 
of therapeutic insight. For instance, it is 
often valuable to differentiate between 
that which is known by direct acquaint- 
ance and that which is known (whether 
about oneself or about other things) only 
by inference, by its being explained, or 
by its accounting for something which one 
does know by acquaintance. One can have 
insight about one’s dependence, or one 
can have insight of it, recognizing it as it 
is felt as a need. Thus while emotional 
insight, in the sense of having and ex- 
periencing an emotion in awareness, does 
not give knowledge in the same way that 
a statement does, it does give the knowl- 
edge to the person having it that the emo- 
tion exists. Richfield introduces the term 
“ostensive insight” for this type of insight, 
using the term as it is used in logic. An 
ostensive definition, for instance, is one 
made by pointing to the object or identi- 
fying it in some similar manner. Osten- 
sive insight is distinguished from descrip- 
tive insight, which occurs when ostensive 
insight or other knowledge about oneself 
is explained or put into place logically. 
Richfield is careful to mention the very 
important point, apparent in most recent 
psychoanalytic writing, that this descrip- 
tive insight, the explanation and placing 
of ostensive insight, seems also to be a 
necessary part of the therapeutic process; 
in earlier writing, of course, it was often 
emphasized that only “emotional” insight 
was effective therapeutically, and the ad- 
ditional necessity of explanation and cog- 
nitive understanding was underempha- 
sized or denied or even stigmatized as 
intellectualization. 

This point needs to be developed fur- 
ther. This cognitive aspect of ego activity 
remains in various states of the ego, where 
it is by no means conspicuous, as ego 
structures which are often underrecog- 
nized. A catatonic patient whom I had 
been seeing at Chestnut Lodge had been 
mute for some weeks, One day I was sit- 
ting with my knees crossed and slightly 
kicking my foot. Staring fixedly at my 
foot, she broke her silence with the inaus- 
picious question, “Why do you want to 
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kick me out?” In response, I did what I 
perhaps would not do now—simply denied 
that I wanted to do any such thing and 
asked what made her think I did, a ques- 
tion she failed to answer. It was some 
hours later that I recognized that in fact 
I had been anxious for the hour to end 
because of the press of other duties and 
my dissatisfaction with her nonrespon- 
siveness. Her ‘reading my mind’ was im- 
pressive to me. But it was only much 
later that I recognized how handicapped 
she was by this type of partial under- 
standing; she failed to credit the also per- 
tinent fact that I did not kick her out. 
Her ‘interpretation’ was a near miss, ac- 
curate but misleading because it failed to 
take into account the fact that I also did 
not want to kick her out and that the lat- 
ter wish had the ascendancy. 

This mistake was a grave one, but the 
actual situation is still more complicated. 
While she expressed no reserve or doubt 
in her question, she nevertheless did not 
act as if she took the fear of being ex- 
cluded seriously, certainly not the literal 
kicking with my foot to which she re- 
ferred. Her behavior was like that of pa- 
tients under hypnosis who respond obedi- 
ently to a suggestion of a negative hallu- 
cination, but nevertheless do not stumble 
over the object which they deny seeing. 

Her situation is similar in this respect 
to that of a recent patient with psycho- 
pathic behavior. This patient, an adoles- 
cent, left the hospital, borrowed a car 
from a friend while hinting with his open 
knife blade, and drove in it to a nearby 
city in pursuit of marihuana. On return- 
ing several days later, he was arrested for 
using the car without permission; he was 
on parole at the time for another auto- 
mobile offense. After a trial and another 
suspended sentence, achieved with con- 
siderable difficulty, he asked what he had 
done that was wrong. When told of the 
several offenses, all general knowledge, he 
said that that was not what had been said 
in court, even though the court parole 
officer had told him immediately after- 
ward what the charges had meant. When 
told, he accepted the knowledge as if it 
were nothing new. He had had abundant 


means of being certain that everyone con- 
cerned knew all the pertinent details of a 
whole array of offenses at the time he had 
asked the question. And he had not asked 
what he had been accused of or punished 
for, but what he had done. 

Both of these cases exemplify the per- 
sistence of the over-all ego structure in 
the background, as manifested in behav- 
ior, with the conspicuous presence of a re- 
gressed ego structure which fails to take 
account of one’s own experience in the 
light of common-sense knowledge of what 
others would think—knowledge which, 
however, the patients gave clear evidence 
of possessing at least in some form. 

The ego state here is similar in this re- 
spect to the state of the ego in hypnosis, 
recently described by Gill and Brenman,** 
although not as favorable, presumably, in 
that the over-all ego structure in the 
pathological states is not as well preserved 
as in hypnosis. But the fact that this 
structure is preserved must be insisted 
upon, for it has been customary to think 
of the psychopathic patient as one with a 
semantic dementia, a term which suggests 
that there is no persistent, relatively in- 
tact aspect of ego functioning at all. And, 
at least to my knowledge, it has only been 
in the last few years that ego structure in 
schizophrenia has been outlined in psy- 
choanalytic terms for the first time, by 
Katan.** In his view, the ego of the 
schizophrenic patient must involve at 
least three distinguishable structures— 
the persistent intact structure (usually 
inconspicuous and only to be inferred), 
the regressed narcissistic defective ego, 
and the structures which represent re- 
constructive efforts. 

To return to the problem of insight, 
psychoanalytic experience confirms the 
crucial significance of this residual struc- 
ture. First, the split in the ego character- 
istic of treatable patients was described by 
Sterba many years ago in terms congruent 


“Merton M. Gili and Margaret Brenman, Hypno- 
sis and Related States: Psychoanalytic Studies in Re- 
gression, Austen Riggs Center Monograph, No. 2; 
New York, Internat. Univ. Press, 1959. 

46M. Katan, “The Importance of the Non-Psychotic 
Part of the Personality in Schizophrenia,” Internat. 
J. Psycho-Anal. (1954) 35:119-128. 





MILIEU THERAPY AND THE DEVELOPMENT OF INSIGHT 27 





with this formulation.*? Insight in analy- 
sis is made possible only by the patient’s 
identifying with the analyst at least to 
the point of being able to contemplate his 
own words and actions; hearing himself 
speak, he can take up a distance from him- 
self which permits observation and recep- 
tiveness to the analyst’s explanation. This 
receptiveness, while influenced by the 
state of the transference, is nevertheless 
responsive to the analyst in adult terms. 
Thus the neurotic analysand’s ego is si- 
multaneously able to engage in conflict 
solution, with drive and defense, and to 
contemplate this process with the analyst. 

Other considerations arise from the 
ways in which patients of different char- 
acter types approach insight. While in- 
sight itself is a matter of recognizing cer- 
tain facts, character structure seems to 
determine the order in which patients 
uncover their personality. The depressed 
patient is likely to first develop awareness 
of his own impotence, and real as well as 
fantastic actions for which he criticizes 
himself. The projecting patient is likely, 
in addition to his usual projection of 
blame, to make his first new discoveries 
still in the outside field—that perhaps 
other people may be angry when with him 
but not at him. Compulsive patients often 
reach their first new understanding of 
themselves while they believe themselves 
to be submitting to the analyst’s view, or, 
more often, while taking his interpreta- 
tions and claiming them as their own after 
a decent interval. Patients with maso- 
chistic character structures are prone to 
first discover new things about themselves 
by “admitting” them as if in the presence 
of accusers, or, if less passive, to present 
new insights of a self-derogating type with 
exhibitionistic suffering. In each of these 
cases, the analyst will be aware that the 
uphill work of analysis lies in uncovering 
the motivational structures underlying 
the route toward insight. He will know 
that many of these apparent insights will 
be pseudo insights—but he will be un- 
wary if he is so suspicious that he thinks 
all are false. 
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A parenthetic remark is necessary at 
this point. The work in psychoanalysis, 
or in individual psychotherapy, has many 
characteristics, only one of which I have 
singled out for special attention. Under 
favorable circumstances, patients go on 
in treatment working out with the thera- 
pist concrete, unique, individual experi- 
ences which they have had and, depending 
upon the procedure, make use of regres- 
sive alterations in the ego to achieve os- 
tensive insight into exquisitely personal 
conflicts and events. This particularistic 
character of individual psychotherapy can- 
not be approached in any way that I can 
foresee by any group method whatever. 

But with this restriction understood, the 
therapeutic situation in analysis and indi- 
vidual psychotherapy also shares certain 
characteristics with the institutional sit- 
uation which are pertinent for therapy. 
One of these is the constant, matter-of- 
fact acceptance of the patient, and the 
contingent acceptance of his symptom, in 
a situation which can be enormously sup- 
portive of the intact ego structures which 
he should be assumed to possess. In my 
first days at Chestnut Lodge, I learned of 
a croquet game played by three conten- 
tious paranoid patients. The game fell into 
a terrible muddle regarding the rules, fair 
procedure, and the like. Finally one pa- 
tient remarked (an unparanoid remark if 
there is any such thing) “Why don’t we 
start over? Between your misunderstand- 
ings and my misunderstandings we’ll 
never get anywhere unless we do.” They 
did, and I confidently believe they got 
somewhere. 

Similarly I remember a time shortly 
after leaving the Lodge, when I was asked 
into consultation at a hospital which 
wanted to start psychotherapy with psy- 
chotic patients. I found myself almost 
completely unprepared to answer the first 
question—how do you get patients to go 
to the therapy room? I had been trained 
at two hospitals, the Lodge and the Psy- 
chiatric Institute in New York, where our 
problem had been to reassure the patients 
that they were getting their share of treat- 
ment time, whether the patients were 
psychotic or not. All went to psycho- 
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therapy as a matter of course, except an 
occasional rebel, who would be tactfully 
worked with by the other patients on the 
ward during the few days he might refuse 
to go to the office. This general culture of 
the hospital is the deus ex machina which, 
when it is appropriately structured, sup- 
ports therapist and patient in their ef- 
forts and furnishes a broad Apollonian 
framework splinting the patient as he ap- 
proaches the tragedies which occupy him. 
This framework partakes of the character 
of Mead’s “generalized other” since, in its 
absence, desperate dependence upon the 
particular person or persons immediately 
in contact with the patient may replace 
the more stable continuing image of the 
more impersonal and general community. 

Gross inappropriateness of the broad 
setting—either its general impersonality, 
undiscriminating permissiveness, or shat- 
tering conflict—is featured by serious ef- 
fects of withdrawal or excitement respec- 
tively. Miller at Topeka and Fry at Palo 
Alto have presented two of the most 
clearly described instances of this.** Ego 
controls—to be distinguished from de- 
fenses and from discipline—can give way 
in whole groups of patients at about the 
same time, and in doing so, reveal their 
critical importance in the psychiatric 
treatment program in spite of their silence 
‘when things are going well. 

Such ego controls are indispensable in- 
gredients of insight which leads to sig- 
nificant improvement. They bring within 
the range of treatment patients who other- 
wise could hardly succeed in coping with 
the regressive drives awakened by insight- 
directed psychotherapy. 


I am afraid that the material which I 
have presented here has little in it that 
is new. But there are three considerations 
which, I believe, justify bringing it to 
attention. The first of these I have men- 
tioned—the need for a more explicit 
theory of the connections of the environ- 
ment with therapy and with the structure 
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of the psychiatric disorder whose benefit 
is its aim. A second justification arises 
from the attitude of skepticism, or out- 
right opposition, taken by phenomeno- 
logically identified psychiatrists in recent 
years toward theoretical or generalized 
treatments of personality. Their opposi- 
tion to generalized theory seems to me to 
threaten the universalistic anchor to the 
social order which is so critical for all 
patients whose illness involves more than 
neurotic conflicts and symptoms. To be 
exclusively concerned with the unique, 
with the purely personal, and to place a 
value upon dialogue which excludes dis- 
cursive and classifying concepts—these 
seem to me privileges reserved for those 
whose state of health is so secure that 
their ability to know themselves to be 
fully human is never called into question 
by conflicts of the intensity characteristic 
of the hospitalized patient. One-sided 
viewing of spontaneity or deliberateness 
as criteria of health or illness respectively 
also seems to me both to be grossly mis- 
leading and to impose an avoidable handi- 
cap upon those who work with patients 
who are seriously ill. 

My third concern may be an unjusti- 
fied one, and in any case requires more 
consideration than I can give to it; but 
it should be mentioned. The complexity 
of ego structures involved in therapy has 
only been hinted at in this discussion. But 
many writers in social psychiatry would 
dispense with even the little I have pre- 
sented. The change of a psychotic patient 
from a confused and delusional patient to 
a patient who is cognitively clear is, un- 
fortunately, a partial improvement for 
which the psychiatrist must usually settle. 
Socially oriented psychiatric workers 
often must insist upon bringing some 
treatment to as many patients as possible. 
The subtle change from a condition of 
being cognitively intact but bound to a 
concrete, relatively automatized type of 
existence, to a condition of being richly 
aware of one’s own and others’ experi- 
ence, and perhaps taking delight in ob- 
serving them, may seem too fine a point. 
Many psychiatrists still seem to believe 
that such changes never really occur in 
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psychotic patients. I am thinking of par- 
ticular patients when I indicate my con- 
viction that these psychiatrists are wrong; 
and we are all wrong if we allow ourselves 
as a profession to ignore the important 
distinction between these two levels of 
‘recovery.’ 

We shall also miss an important point 
in the understanding of the psychiatric 
hospital. The accessibility and preferen- 
tial selection of upper-class patients for 
psychotherapy has been abundantly con- 
firmed since Hollingshead and Redlich’s 
uncovering of it.*® Recently Gurin, Veroff, 
and Feld analyzed a national sample and 
found that self-referral for personality dif- 
ficulties correlated with education and not 

# August B. Hollingshead and Fredrick C. Redlich, 


Social Class and Mental Illness: A Community Study; 
New York, Wiley, 1958. 


with other criteria of social class.*° This 
finding gives support to the point of view 
developed here regarding the hospital. 
But it invites a further consideration. Both 
research and teaching have historically 
characterized the therapeutic institution 
particularly. It may now be questioned 
whether the attitudes of detachment and 
objectivity, of theoretical analysis, and of 
self and other appraisal, which are diffi- 
cult but unavoidable in the preparation 
of a teaching session or in planning a re- 
search undertaking, may not contribute 
more to the treatment environment than 
has been suspected. 
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Conjoint Family Therapy 


Some Considerations on Theory, Technique, and Results 


Don D. Jackson* and John H. Weakland** 


HE PAPER presented here is a product of the Family Therapy in Schizophrenia 
on temas of the Palo Alto Medical Research Foundation, and thus reflects the ideas 
and experience of the entire project staff and associated therapists: In it we should 
like primarily to report some observations based on this particular experiment in 
conjoint family therapy with schizophrenics—that is, in treating the identified patient 
and other members of his family together as a functioning natural group. We shall 
have little to say about the work of others, except by way of acknowledging and 
illustrating a growing trend toward this form of treatment. There is still only a 
limited amount of such work being done, and less published, so perhaps the best way 
to introduce something that is bound to be somewhat new and strange is to have the 
reader accompany us on our own voyage of exploration and discovery, in part. As we 
go, we shall also attempt to formulate more systematically what we ourselves have 
been learning along the way. 


In order to study the patient directly 
in relation to his parents and siblings, 


Our research group stumbled onto con- 
joint family therapy by accident, or at 


least tangentially. In 1954 we wished to 
view the schizophrenic patient communi- 
cating and behaving in his natural habi- 
tat, which was not the hospital, and we 
inevitably turned to the family as the 
proper milieu in which to view his in- 
teractions. Our thinking in this direction 
was spurred by experiences with rela- 
tives in our private practice; by chance 
home visits made in connection with 
schizophrenics we had in_ individual 
therapy; and by stories we heard from 
various staff members at the Veterans 
Administration Hospital about their en- 
counters with families. 


it was necessary to bring them together 
and, more important, to observe them 
together over a period of time. An an- 
swer to this practical problem seemed to 
lie in interviewing the schizophrenic pa- 
tients and their family members as family 
groups, a procedure which would provide 
data for us (especially since all our inter- 
views are recorded) and some therapeutic 
help for them. In setting up this work, 
we had no clear plans for family treat- 
ment, nor did we know at the time that 
family therapy was going on elsewhere. 
However, our experience soon dem- 
onstrated that, once one begins to talk 
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directly with these families with a schizo- 
phrenic member, there is rapid develop- 
ment of pressures to treat them. Situa- 
tions arise in which it is important to 
consider them from a therapeutic point 
of view, both to keep some control of the 
family’s tendencies to involve the inter- 
viewer in their problem and to help them 
with their increasingly evident difficulties. 
So our own work in family therapy began. 

Against this background, however, it is 
interesting to note that, as has happened 
repeatedly in the history of science, simi- 
lar developments were occurring about 
simultaneously elsewhere; and in retro- 
spect a rationale for this broad develop- 
ment, and a pertinent need to which it is 
a response, can be outlined rather clearly. 

As we have been increasingly involved 
in studying and working with families 
over the past five years, we have been 
struck to come upon various other people 
who have independently gotten into simi- 
lar work. Some of these—for instance, 
Lyman Wynne and his co-workers, Mur- 
ray Bowen and his group (both originally 
at NIMH), and Ivan Boszormenyi-Nagy 
and his associates in Philadelphia—have 
like ourselves been most interested in 
schizophrenia. Others have been inter- 
ested in a range of psychiatric problems, 
like Nathan Ackerman in New York, 
Kalman Gyarfas and Virginia Satir in 
Chicago, John Bell of the U. S. Public 
Health Service, and Eugene MacDanald 
in Galveston; while still others have been 
primarily interested in another particular 
problem, as in Charles Fulweiler’s work 
with the families of delinquents in Ala- 
meda County, California. But all share 
a basic orientation toward understanding 
and treating the family as a unitary sys- 
tem. 

Some of the background of this devel- 
opment is clear enough. Ever since 
Freud’s early work, the fact that the pa- 
tient’s family is important has been rec- 
ognized at least conceptually. But, prac- 
tically, this fact has been dealt with 
mainly by segregating the patient and 
therapist and excluding all relatives from 
contact with the patient’s treatment. An 
important and increasing exception to this 


practice, however, has been in the treat- 
ment of child patients; here at least the 
mother has become more and more an 
object of therapy also. Yet this leaves 
some problems hanging—for example, 
what to do about the father?—and raises 
new ones about the need for time and for 
adequate communication between thera- 
pists if parents and child are not seen by 
the same therapist. Similar problems arise 
in the treatment of marital partners. 
Meanwhile, there are serious practical 
problems attending individual treatment 
that are made especially evident in the 
case of hospitalized schizophrenics. On 
the one hand, hospital personnel fre- 
quently experience difficulties in neces- 
sary dealings with relatives, sometimes in 
being unable to get together with the 
relatives effectively when necessary and 
sometimes in being unable to get the rela- 
tives off their backs. On the other hand, 
when patients are successfully helped in 
relative isolation in the hospital, their 
return to the family too often is marked 
by upsets—of the parents, or of the pa- 
tient, who then relapses, or of both. 

The essential point to be gleaned from 
all these matters of common knowledge 
is that treatment of a psychiatric patient 
necessarily involves dealing with mem- 
bers of his family, and with family rela- 
tionships, either directly or indirectly. 
Clearly, even setting up a rule of exclud- 
ing the family from the therapy involves 
handling these matters, and drastically, 
though perhaps simply. The question at 
issue, then, is not whether the members 
of a patient’s family are to be dealt with, 
but how they are to be dealt with. This 
paper is concerned with describing our 
work with conjoint family treatment as 
a means of dealing with this problem in 
the case of schizophrenic patients par- 
ticularly. 


THEORETICAL BACKGROUND 


To understand our attempts at treating 
these families and formulating our treat- 
ment approach, it is necessary to under- 
stand the theory under which we labor, 
since our present practices and present 
conceptions have both developed out of 
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the interplay of some very broad original 
orientations and our groping attempts at 
treatment of actual families. 

At the outset of our program of work 
with families of schizophrenics our two 
main concepts were (1) the double bind 2 
and (2) family homeostasis.* The con- 
cept of family homeostasis arose from ob- 
servations that psychotherapeutic efforts 
with one member of a family might be 
hindered by the behavior of other mem- 
bers, or that another member might be- 
come disturbed as the member in treat- 
ment improved. These observations, in 
connection with existing ideas about 
homeostatic systems generally, suggested 
that a family forms such a dynamic steady- 
state system; the characters of the mem- 
bers and the nature of their interaction— 
including any identified patient and his 
sick behavior—are such as to maintain a 
status quo typical of the family, and to 
react toward the restoration of this status 
quo in the event of any change, such as 
is proposed by the treatment of any mem- 
ber. 

The double bind concept is grounded in 
our most basic conception about com- 
munication as the chief means of human 
interaction and influence: that in actual 
human communication a single and simple 
message never occurs, but that communi- 
cation always and necessarily involves a 
multiplicity of messages, of different 
levels, at once. These may be conveyed 
via various channels such as words, tone, 
and facial expressions, or by the variety 
of meanings and references of any verbal 
message in relation to its possible con- 
texts. The relationships among these re- 
lated messages may be very complex. No 
two messages, at different levels of com- 
munication, can be just the same; how- 
ever, they may be similar or different, 
congruent or incongruent. Difference and 
incongruity appear fundamental to the 
richness of human communication, as 
when certain combinations of words and 
tone define styles of expression, such as 


2Gregory Bateson, Don D. Jackson, Jay Haley, and 
John Weakland, “Toward a Theory of Schizophre- 
nia,” Behavioral Science (1956) 1:251-264. 

8 Don D. Jackson, “The Question of Family Homeo- 
stasis,” Psychiatric Quart., Suppl. (1959) 31:79-90. 


irony or humor; however, they also ap- 
pear fundamental to the origin and char- 
acter of much psychopathology, as in the 
symptom “inappropriate affect,” con- 
sidered as an evident incongruence be- 
tween words and tone or expression. Fur- 
ther, the use of double-level messages 
seems increasingly central to therapy in 
ways we shall mention later. 

The double bind concept refers to a 
pattern of pairs or sets of messages, at 
different levels, which are closely related 
but sharply incongruent, occurring to- 
gether with other messages which by con- 
cealment, denial, or other means seriously 
hinder the recipient from clearly noticing 
the incongruence and handling it effec- 
tively, as by commenting on it. Instead, 
he is influenced toward incompatible be- 
havioral responses while enjoined not 
even to notice either influence or incom- 
patibility. We believe that, within an im- 
portant relationship, where messages can- 
not merely be ignored or avoided, the com- 
bination of extensive experience of such 
communication being uttered and the re- 
cipient’s learning to participate by ac- 
cepting incongruence without question 
can be productive of schizophrenic be- 
havior. 

It is not hard to note that these two 
main concepts are both concerned with 
the description and specification of inter- 
action among actual persons, by various 
means of communication, at a level of 
directly observable behavior. This focus 
implies further an emphasis on what is 
real and on what is current and continu- 
ing to occur. Taken together, these em- 
phases define a broad ‘communicational’ 
and transactional orientation to the study, 
understanding, and treatment of human 
behavior—including that special class 
most interesting to psychiatrists, symp- 
tomatic behavior. This orientation, while 
related to earlier work, especially Sulli- 
van’s, and currently increasing in accept- 
ance, still is considerably different from 
the strong traditional orientation of psy- 
chiatry emphasizing the individual pa- 
tient and constructs about the unreal or 
unobservable: fantasies or misperceptions 
of reality; past, mainly childhood, experi- 
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ence; and intrapsychic organization and 
content. 

In brief, we are much more concerned 
with influence, interaction, and interrela- 
tion between people, immediately observ- 
able in the present, than with individual, 
internal, imaginary, and infantile matters. 
It is worth making this difference in basic 
orientation explicit, since to do so helps 
clarify the nature of our main specific 
concepts, indicates some important con- 
nections between them, and provides a 
background essential for understanding 
our whole therapeutic approach—what we 
do and what we do not do, especially some 
of our differences from other therapeutic 
concepts and practices. 

The family homeostasis and double bind 
concepts, with some expansion and modi- 
fication,‘ continue to be of major sig- 
nificance in our family work. Since these 
ideas have not always been clearly under- 
stood by others, particularly the impor- 
tance of difference in levels of messages, 
some more concrete discussion of them 
seems to be in order here. Some of our 
critics have felt that the double bind sit- 
uation is essentially an either-or situa- 
tion, a damned-if-you-do and damned-if- 
you-den’t predicament, or merely a com- 
plicated way of describing ambivalence.’ 
The double bind situation is all of these 
things. But it is more. As an illustration, 
take the predicament of an innocent per- 
son who undergoes a lie detector test. It 
is common practice in such tests to invoke 
a standard situation for the establishment 
of a base line. One such situation is to 
have the subject draw a card from a deck, 
look at it, and replace it. He is then told 
not to reveal which card he drew even 
should the examiner guess it. When the 
card drawn is guessed and the subject 
answers, “No,” the squiggles on the tape 
reveal how much he reacts to a lie. How- 
ever, a theory merely invoking guilt over 


For instance, John H. Weakland, “The ‘Double 
Bind’ Hypothesis of Schizophrenia and Three-Party 
Interaction,” pp. 373-388, in The Etiology of Schizo- 
phrenia, edited by Don D. Jackson; New York, Basic 
Books, 1960. 

5 Despite our previous discussion of the “illusion 
of alternatives” in John H. Weakland and Don D. 
Jackson, “Patient and Therapist Observations on 
the Circumstances of a Schizophrenic Episode,” 
AMA Arch. Neurol. and Psychiat. (1958) 79:554-574. 


the telling of a lie fails to account for some 
of the complexities in the situation. Most 
subjects in this situation cannot be con- 
fident of innocence because a person can- 
not know a priori what his body will do 
and thus the subject’s literal innocence 
is no protection against the context being 
one in which the power rests in the hands 
of the examiner. Since the examiner has 
asked him to lie, is this really a “lie” or is 
it not the truth—that is, a correct percep- 
tion of what it takes to make the machine 
work? The double level situation renders 
the subject especially vulnerable because 
if he denies what he totally perceives, he 
has put into play a self-deception that 
does not come equipped with clear bound- 
aries. Suppose at the completion of the 
test, the examiner stated to the subject, 
“You have been lying.” Could the subject 
be sure that the examiner was referring 
only to his deliberate ‘cooperative’ lie? 
Could he be sure that he is not a person 
who is in a chronic state of not process- 
ing all the data available to him and thus 
subject to self-deception? 


THE THERAPEUTIC PROCESS— 
ARRANGEMENTS AND TECHNIQUES 


“The family” we are talking about in 
practice usually consists of father, mother, 
and patient. They are seen together once 
a week for sixty to ninety minutes in a 
room equipped with a microphone for tape 
recording and a one-way window for oc- 
casional observation and supervision. The 
meetings may be conducted more fre- 
quently than once a week when indicated, 
but time limitations have not made this 
possible on a regular basis, and it does 
not seem essential. Any combination of 
the basic group’s members may be seen 
as outside necessity—such as trips or ill- 
nesses—dictates, or if the therapist feels 
it is technically wise. We used to be fairly 
rigid about meeting only if all members 
could be present. Now, although the gen- 
eral emphasis remains on the whole group, 
there is variation on this among our sev- 
eral therapists. 

The status of the patient’s siblings re- 
mained obscure for some time and is still 
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only partially settled. We have found 
them reluctant to be drawn into a poten- 
tially unpleasant situation. In retrospect, 
it appears that we attributed more health 
to them than they had in fact, and un- 
consciously went along with their charac- 
teristic defense: “This is a situation I 
am not involved in.” For example: 


The younger brother of a chronic schizo- 
phrenic was visiting this country on vacation 
from his European job. The therapist had 
anticipated his arrival by getting him to 
agree to three family sessions during his 
visit, since it appeared likely that he would 
not be available again during the course of 
therapy. At the first session, the brother 
appeared to be everything his parents claimed 
he was and everything the patient was not. 
During this session, he maintained a pleasant 
aloofness and claimed amnesia for any events 
that the therapist felt had been important in 
the patient’s life. At the end of this session, 
his mother stated that she knew he would be 
happy to return, but the therapist, discour- 
aged, made it clear that he realized this was 
a great imposition on the brother’s limited 
time and, without realizing it, left an excel- 
lent opportunity for the brother to back out. 
However, he did return for the next session, 
and the several days he had spent with his 
parents brought to the fore more data than 
could have been hoped for. He expressed 
genuine regret at the end of the third session 
that he could not continue to participate in 
the family meetings and stated that his life 
abroad probably protected him from a 
crack-up. 


Currently, we have no hesitation about 
trying to include one or more siblings in 
the family sessions if they are living with 


the parents. If they have established 
other residences, we generally limit the 
contact to occasional meetings, usually 
for our own data needs. 

Given this basic group of at least three 
persons, what is the therapist’s orienta- 
tion toward them and his goal? In other 
words, how does he envisage the thera- 
peutic process, and how does he structure 
the situation for the group? 

When we started to try family therapy 
in treating schizophrenia, we assumed 
from our previous work that the identified 
patient was on the receiving end of 
double binds from a parent or parents; 
and we knew that we needed the parents’ 
cooperation, about which we were uncer- 


tain, at least to the extent that they keep 
coming for a period of time. Accordingly, 
our initial efforts were crude attempts to 
protect the patient from his parents and 
to impress the parents with how much 
help we might derive from the data that 
they might furnish about the patient. It 
rather quickly dawned on us, however, 
that: First, the patient was not a delicate 
violet and was quite capable of upsetting 
his parents and blocking the therapist’s 
ambitions; and, second, the parents were 
unhappy people who potentially could 
benefit from psychotherapy. 

By now, the ten or so therapists in- 
volved in the schizophrenia project ap- 
pear to be reasonably uniform in their 
impressions as to why they and the family 
are in the room. All of the therapists 
while still inexperienced were patient- 
oriented, but they quickly achieved the 
realization that the three persons con- 
fronting them are bound together in a 
mutually destructive way and that, the 
primary symptom presented by all three 
is a crippling entanglement that from the 
surface is apparent only in the patient. 
The parents initially try to preserve this 
surface view, and hence every initial ses- 
sion is replete with remarks about poor X 
and his unfortunate illness. Once, how- 
ever, they respond to the lure of the thera- 
pist’s curiosity about them, the brittle sur- 
face cracks and the utter desolation that 
can only be experienced by two people liv- 
ing together in apartness begins to ooze 
from below. It is at this point that the 
therapist’s humane interest can still save 
the day. It is at this point no longer 
enough that the parents come for the pa- 
tient’s sake. An abbreviated but typical 
sequence in early family sessions is as 
follows: 

The patient is a 30-year-old man with some 
five years of hospital experience who is cur- 
rently living at home. The parents are dis- 
turbed with his inactivity, sloppiness, and 
delusions. Their attempts to push him into 
activity or to get him out of the house 
boomerang and result in unpleasantness not 
only between them and the patient but some- 
times between the parents themselves. In the 
initial interview, the patient is hugely sloppy, 


quiet, and makes a point of not appearing 
involved. The parents are careful to point 
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out their own attainments in contrast to the 
patient’s many faults, which of course are 
labeled sickness, and there is a sticky back- 
and-forth exchange between them and the 
therapist over the details of therapy time— 
the frequency of sessions and so on. 

During the second session, the parents have 
been thinking about the patient’s illness and 
recall anecdotes from the past having to do 
with outside events or acts of God that they 
suggest may have caused it. Typically the 
schools and school teachers are mentioned as 
culprits. In this session, the patient demon- 
strates some of his symptoms with obvious 
encouragement from the parents. 

During the third session, the therapist ex- 
presses curiosity about the parents, their 
background, how they met, and their early 
marriage. He introduces these topics delib- 
erately, at the suggestion of his supervisor. 
Although the parents start out initially to 
report factually, there appears to be more 
tension in the air. Finally, well along in the 
session, the mother says to the father, “Why 
don’t you tell the doctor about New York?” 
Her reference is to a not completely estima- 
ble escapade on the father’s part, and he re- 
sponds with an unhappy but gallant attempt 
to face the music. But the focus does not 
stay on the parents and off the patient for 
long. In the course of recounting this epi- 
sode, it is stated that the patient was living 
with the father temporarily. This is quite 
correct, but largely irrelevant. The son was 
only about ten at the time and his staying in 
one city with the father temporarily, while 
the mother remained in another, was the 
parents’ arrangement and indeed one related 
to their problem being discussed. But once 
the son is mentioned, the parents are soon off 
again on his difficulties and the father is off 
the hook. 

During the fourth session, the therapist 
attempts to clarify the experience alluded 
to in the previous session and to discuss fur- 
ther some aspects of the parents’ marriage. 
During this session, the patient appears in- 
terested and laughs heartily on several oc- 
casions when the father is willing to make 
himself the butt of a particular story. There 
is more of a feeling that, however unhappy 
they are, these people do share something 
together. 

In the next session, the father appears 
alone. The mother is said to be down with 
some vague illness, and the patient is waiting 
in the car. The father has come in only to 
tell the therapist that they won’t be arriving 
that evening. However, he stays to chat and, 
to the therapist’s surprise, writes on a match- 
book cover (presumably so it won’t be over- 
heard by the tape recorder) that he and his 
wife are having terrible fights. He then re- 
trieves and destroys the matchbook cover. 
The father is almost totally unable to break 


down and to allow the therapist to sympa- 
thize with him over his marital discord; 
nevertheless, a breach has been made, and 
subsequent sessions reveal that the mother 
was not ill but that there had been a family 
quarrel before the session and she had re- 
fused to come. This leads to further con- 
sideration of their difficulties as well as those 
of the patient. 


This example illustrates some of the 
typical characteristics of our families and 
typical responses they show to the situa- 
tion posed by initially entering into ther- 
apy together. We may explicitly sum- 
marize some of these before going on to 
list and illustrate certain standard initial 
moves we have developed to deal with the 
problems these features pose, and then to 
consider the further course of therapy 
similarly. 

In most of the families we have seen, 
perhaps especially in middle-class ones, 
the mother appears as the prime mover 
about therapy, with the emphasis on her 
concern for her child; many mothers also 
appear as ‘lay experts’ on schizophrenia 
and its treatment on the basis of long ex- 
perience with their child’s illness, often 
plus reading up on the subject. In some 
cases the father is more in the foreground, 
but on closer inspection he seems usually 
to be so largely as a spokesman or front 
man for the mother. Often it is found that 
the father is physically absent from the 
family a lot, as by being very much oc- 
cupied with his business. In fact, in many 
of the families it seems that the members 
hardly ever get together except in the 
therapy room, although they have little 
independent life as individuals either. 

The father and mother both center their 
initial discussion on the subject of their 
child, especially on his illness; this might 
seem natural in the circumstances, except 
that this focus is extreme while at the 
same time it often centers on minor as- 
pects of the illness, such as details of the 
patient’s dress and manners. The parents 
are able to get together and agree fairly 
well when the patient’s illness is thus the 
topic of discussion, although they may 
both speak of this in a disjointed or in- 
congruent way—that is, at one moment 
they may insist that the patient is too sick 
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to be held responsible for anything, and 
the next complain in extreme ways about 
his irresponsible misbehavior, making 
this abrupt transition without giving the 
cues or structuring that ordinarily ac- 
company such a shift. Yet this area of 
agreement stands out, especially as it soon 
becomes evident that these two people 
can agree very little on any other matter. 
The patient, meanwhile, is appearing help- 
less and hopeless, yet by withdrawal or 
acting-up is influencing everyone and 
upsetting the therapy situation in part. 
It is thus very easy to see from these early 
sessions why observers without further 
experience would naturally tend to draw 
big distinctions between the “sick” pa- 
tient and the “well” parents and siblings. 
Yet, on closer and more extended contact 
with these families, we have been struck 
by the observation not only that the par- 
ents also have considerable personal diffi- 
culties, but that their difficulties are apt 
to be fundamentally like those the patient 
exhibits via his symptomatology.*® 

A number of problems connected with 
these characteristics tend to arise very 
quickly in the therapy. The parents keep 
their discussion centered on the patient 
and by this avoid talking of themselves 
and their relationship. The patient often 
helps them in this by some kind of overt 
“goofing up” or going too far which aids in 
keeping him labeled as the patient; this 
may occur especially at points when the 
parents do happen to approach some topic 
that is hot for them, and so strongly that 
even the therapist is likely to turn on the 
patient, away from the parents, without 
quite noticing what he is doing. 

If the therapist does attempt to put the 
focus on the family, or to define the 
parents as equally patients with their 
child, certain other difficulties are expect- 
able. Either the mother or the father may 
move to involve the therapist in individual 
and private communication, by phone calls 
or before or after the family session. Fa- 
thers tend to avoid involvement in the 
family therapy by distancing devices; 
sometimes actual absences from meetings, 

*Don D. Jackson and John H. Weakland, “Schizo- 


phrenic Symptoms and Family Interaction,” AMA 
Arch. Gen. Psychiatry. (1959) 1:618-621. 


sometimes withdrawal by silence, or in- 
tellectualization under the label of “ob- 
jectivity.” Mothers seem to feel more 
guilty about their possible relationship 
to the child’s illness, and they tend to be 
correspondingly active in one way or an- 
other. In some cases, there is danger that 
the mother will be so concerned as to 
terminate therapy very rapidly once the 
“family therapy” idea really is clear. In 
others, sessions may continue but be domi- 
nated by the mother, who may take over 
the therapist’s position by endorsing 
everything he says, by being more expert 
and scientific than he, usually with bio- 
logical and chemical theories of schizo- 
phrenia which deny her guilt, or even in 
a few cases by taking blame on herself 
so strongly and indiscriminately that ex- 
amining actual family interactions again 
is badly hampered. Indeed, such examina- 
tion is difficult at best, since it is a real 
project to get clarity about anything with 
these families; the statements of the vari- 
ous members do not agree, and each tends 
to be vague and shifting, or to bury every- 
thing in details, or both. Of particular 
importance is the fact that the family 
members present their behavior in terms 
of responses to outside situations, so that 
it is difficult even for the therapist to keep 
in mind and in view how much they are 
responding to each other, and to begin to 
clarify this with them. 


Framing of the Therapy 


If such typical initial problems are not 
dealt with adequately, they are likely to 
become acute or chronic, ending the ther- 
apy quickly or leading into a repetitious 
stalemate similar to the family’s usual 
circle of interactions, only with the thera- 
pist drawn in as one more player in this 
game with no winners. On the other hand, 
effective dealing with these initial prob- 
lems is correspondingly valuable. As we 
see it, ‘patient management’ in family 
therapy, which includes management of 
all the family members involved in the 
therapeutic situation, is a central part of 
therapy, and by no means only superficial 
in its effects. Thus, the standard proce- 
dures we have evolved to utilize in the 
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initial family sessions represent much 
more than merely a means of avoiding lim- 
ited particular difficulties. They involve 
a framing of the therapy as a whole, a 
setting-up of continuing broad standards 
and expectations. Also, the means by 
which the therapist does this framing are 
illustrative of much about our over-all 
technical orientation and practice. 

In the initial session, the therapist cus- 
tomarily expresses a philosophy of “We 
are here to work together on better under- 
standing one another so that you all can 
get more out of your family life.” Such 
a statement implies that the parents are 
as much involved in the family unhappi- 
ness, specified or unspecified, as the pa- 
tient, and also that they equally have 
something to gain from therapy. This 
replaces our former tendency to open the 
initial interview by asking what they 
would like to get out of the sessions, an 
approach that resulted in the standard 
answer, “Nothing is wrong except poor 
Bill,” or whoever the identified patient 
happened to be. Such mention of “work- 
ing on understanding” also implicitly 
focuses on communication as deeply in- 
volved in their difficult relationships and 
as a means of therapy. There are similar 
implications in our usual handling of the 
problem of private communication. For- 
merly, it was customary for the therapist 
to receive a phone call from one or both 
parents during the early weeks of therapy 
asking if the patient shouldn’t be put on 
tranquilizers or shouldn’t be getting more 
exercise, and so on. Then the therapist 
would feel awkward about bringing this 
up at the next family meeting and awk- 
ward if he did not bring it up because it 
implied a conspiracy with one or the 
other of the parents. Now, in the initial 
session, the therapist casually announces 
that all parties are privileged to all infor- 
mation about contacts with the therapist; 
and, like most rules that are brought up 
matter-of-factly, this is accepted. 

Alternatively, the therapist may some- 
times handle similar matters less by im- 
plication and more by making fairly ex- 
plicit statements, while attaching to these 
a prefabricated framing interpretation. 


For example, he may state that all families 
develop habitual patterns of communica- 
tion, including some avoidances by which 
the family members protect each other, 
and therefore part of the therapist’s job 
is to clarify these patterns and avoidances 
when they stand in the way of resolv- 
ing important blocks between the family 
members; it is the therapist’s responsi- 
bility to them all—while treating them 
impartially, although naturally each of 
them will feel at times he is not doing 
so—not to let the solution of such prob- 
lems be missed even by such protective 
tendencies. Thus the family is given credit 
for their good intentions, while the thera- 
pist’s position of stirring things up at 
times is defined as a positive duty for 
their benefit, Also the therapist will point 
out that they must have some important 
relationship with each other, regardless 
of their difficulties, since they have stayed 
together for a long time; in addition, they 
really know each other better than anyone 
else, including the therapist, can, and thus 
they are the best possible therapists for 
each other. This framing places responsi- 
bility for helpful participation on all the 
family members equally, which both calls 
on the more withdrawn ones to take more 
part and undercuts the usual tendency of 
some one family member to take over the 
situation from the therapist. 

The members of our group also tend 
to be active in similar ways in connection 
with many of the more specific issues that 
arise initially. For example, we commonly 
avoid some dreary time-wasting by po- 
litely interrupting the parents’ attempts 
to focus exclusively on the patient’s ill- 
ness. In addition, we tend to discipline 
the patient if he attempts to utilize the 
“T am the sick one so I am not respon- 
sible” ploy, as the following example 
shows. 

The therapist was questioning the parents 
in the initial session about their living. The 
mother was uneasy, apparently about her 
alcoholism which had not yet been disclosed. 
At this point, the schizophrenic son broke in 
to announce how much he had benefited from 
shock therapy in the hospital. Immediately 
both parents discussed this with him, and the 
father asked if he wished more. The mother 
stated that maybe he needed tranquilizers 
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and then thought to ask him if he was cur- 
rently taking them, to which the patient re- 
plied, “No.” At this juncture, the therapist 
broke in to ask the patient in a rather com- 
manding tone, “Bob, you’re not on shock 
therapy now? Right?” The patient replied 
that he was not. The therapist added, “And 
you said you were not on drugs.” Again the 
patient acknowledged that this was true. The 
therapist continued, “So it’s fortunate then 
that you are you this morning here with us. 
In other words, you and mom and dad and I 
are all responsible for what we say and that 
makes it easier to understand each other.” 


The patient’s rescue operations which 
dig his own hole deeper are usually an 
issue in the first few minutes of the initial 
session. The therapist’s criticism or irri- 
tation at these attempts implies not only 
that this kind of thing is not acceptable, 
but also that the patient can do better. 
This attitude is in contrast to that of the 
parents, who usually will drop whatever 
they are engaged in and follow up the 
patient’s intervention like a hound dog in 
pursuit. (However, an alternative ap- 
proach that is sometimes feasible is to 
accept this line of joint interest in the 
patient’s symptoms but to press the in- 
quiry in such a way as to include more 
of the family circumstances surrounding 
symptomatic behavior and their relevance 
to it.) Another matter that comes up in 
the first session is the question of what to 
do if someone in the family is absent from 
one of the sessions. It may seem to be 
borrowing trouble to anticipate such a 
happening, but experience has taught us 
that the multitudinous excuses proffered 
for someone’s not appearing would delight 
a sage truant officer. It seems more effi- 
cacious to announce to the family that 
there will be times when they do not 
wish to come and that such absence is a 
rather powerful lever to use against the 
therapist and against family members; or 
to announce that they are likely to feel 
reluctant to come just when important 
progress is occurring. Such announce- 
ments also emphasize our philosophy that 
family members do have a great effect on 
each other and that there is no such thing 
as not commenting even if the “No com- 
ment” is attempted through silence or 
through a nonappearance. 


In summary, a few principal means that 
the therapist may use—separately, jointly, 
or alternatively, according to taste and 
circumstances—in handling the typical 
problems arising at the start of family 
therapy might be listed as follows. First, 
there is a certain place for being very 
clear, direct, and explicit. This is com- 
paratively limited, applying mostly to 
practical details such as the schedule of 
meetings; unless the therapist is quite 
clear and definite, even such a simple 
matter can set off a long, inconclusive 
discussion. Second comes the making of 
certain matter-of-fact statements whereby 
the important messages are conveyed im- 
plicitly. Third comes the making of state- 
ments about some aspect of the therapy 
which are accompanied by some comment 
that serves to anticipate and disarm re- 
sistance—for example, “I intend to be im- 
partial, though each of you will surely 
doubt that I am at times.” This may be 
carried all the way to an “inversion of 
meaning” statement such as “There will 
be times, just as real progress is being 
made, when you will feel like not coming 
to the meetings.” 

From the discussion so far it must now 
be evident that active intervention in and 
management of family interaction has an 
important place in our initial work; and, 
indeed, this holds true of the further 
course of family therapy also. This active 
orientation, however, grew out of our ex- 
perience and was not a predisposition ex- 
cept that experience in treating individual 
schizophrenics presses one toward an ac- 
tive and varied style of therapy. Never- 
theless, in beginning our work with fami- 
lies, we were concerned lest activity on 
the part of the therapist would obscure 
family operations and dim the light of our 
research. Actually, it has been so difficult 
to keep the sicker families involved, to 
produce shifts and not mere repetitions of 
the standard patterns characteristic of any 
one family, that we are no longer so con- 
cerned about the therapist remaining a 
flyspeck by his own design and efforts, 
and more concerned with avoiding being 
put into such a useless position by the 
family. 
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If it is kept in mind that families have 
horizontal as well as vertical layers, then 
the pattern of response to the therapist’s 
intervention can simply be viewed as a 
further unfolding of the range of this 
particular family’s transactions. By ver- 
tical, we mean going back in time; by 
horizontal, we mean layers of complexity 
of communications or, as they might be 
called, layers of defense in concentric 
circles. One of the things that the tyro 
therapist must experience is that he will 
have to deal with the same problem over 
and over again in different forms and 
guises, as the following example suggests. 


Initially, the father of a paranoid patient 
complained to the therapist of his son’s 
obesity and requested a diet for him. He and 
his wife expressed futility about “doing any- 
thing with him.” They occasionally took 
action of an interesting sort, considering 
their son’s suspicious nature; for example, 
the father sneaked out early one morning to 
tell the milkman that he was to ignore any 
requests for ice cream. The therapist held 
fast to his recommendation that the patient 
would change himself when he was ready, 
and several sessions later the patient an- 
nounced that he had lost some weight. As 
the therapist tried to congratulate him, the 
mother cut in to discuss her own weight 
problem, and the father topped her by re- 
counting a rather bizarre episode in which 
he was found unconscious and taken to a 
hospital in peril of his life. 


This sequence was characteristic for this 
family. The patient’s statements tended 
to be ignored or rationalized away, the 
mother usually sounded a serious note 
about something, and the father topped 
it by telling something on himself which, 
while dramatic, inevitably made him out 
to be slightly foolish. A kind of closure 
was usually attained at the end of these 
sequences by the father, mother, and son 
all chuckling slightly at the father’s ex- 
pense. This sort of closed sequence, how- 
ever, constitutes the sort of pathological 
family homeostasis that it is the thera- 
pist’s business and duty to alter. 


Further Technical Means 


As family therapy proceeds, we are 
ordinarily not much concerned with the 
topics and content of the family discus- 


sions, except perhaps when there is evi- 
dent talking of one matter to avoid some- 
thing else. Indeed, it may be valuable at 
times to shift the discussion from a hot 
topic to a less important one involving 
the same sort of family alignment and 
interaction, in the hope that the nature of 
the interaction can better be seen and 
some revision inaugurated while dealing 
with a more minor matter. 

Such alteration of self-reinforcing and 
mutually destructive networks of inter- 
action is the most general goal of our work 
with families, and our emphasis corre- 
spondingly is on means of influencing 
these patterns rather than on examining 
their content, or even on describing the 
pattern as such. 

Our experience with this kind of repeti- 
tive pattern is that pointing it out to 
the family does little good. However, its 
meaning, intent, or focus can be shifted 
by the therapist’s intervention; and after 
a series of such interventions, the pattern 
loses some of its highly stereotyped repeti- 
tiousness. Various means may be essayed 
in relation to this formidable task, several 
of which have already been mentioned. 
Implication is a powerful tool in the thera- 
pist’s hands; but making explicit what 
the family members communicate only im- 
plicitly can be equally important. Framing 
or interpretation of messages—in a com- 
municational, not psychoanalytic, sense of 
interpretation—is most important, and 
occurs in many varieties: the therapist 
may frame his own message, and, equally 
important, he may reframe and reinter- 
pret the messages of family members. By 
this means, the positive side of difficult 
or provocative behavior in the family can 
be shown, sense made out of craziness, and 
congruence out of incongruence. Such 
inverting is a powerful lever for change. 
Certain sorts of dualistic positive-and- 
negative messages also are important, 
such as criticism administered with per- 
sonal attention for easier swallowing or 
a strong comment given in a mild tone; 
in this sort of “quiet bombshell” there is 
an evident similarity between our com- 
municational orientation and more ortho- 
dox psychiatric thought and practice. 





40 DON D. JACKSON AND JOHN H. WEAKLAND 





We may also give advice. However, 
our aim in advising is not to tell family 
members the proper thing to do; rather 
it is to enable them to accept interest, 
advice, and help, for they ordinarily are 
so defensive as to disqualify and reject 
whatever is offered, even if they have 
been demanding it. If we can present a 
little advice in an acceptable way, in ac- 
cepting it from us as experts, they take 
a first step toward accepting from each 
other. 

The giving of some rather specific in- 
structions as a technique in therapy il- 
luminates this area still further. We do 
not expect to achieve change directly by 
giving instructions on how to behave, and 
we ordinarily avoid doing so, especially 
on matters of obvious practical impor- 
tance—although this is where our advice 
and instructions are most likely to be 
solicited. Instead, we are apt to choose 
an apparently minor matter—which still 
will be involved in some significant pat- 
tern of interaction—and give an instruc- 
tion to do A, expecting that the person, 
from our knowledge of his reactions, will 
in fact do B, which will cause change C 
in a family relationship. An example may 
clarify this complicated but significant 
situation: 


The mother of a 15-year-old schizophrenic 
boy was a,very managing woman, taking over 
everything from her nearly mute son, her 
rather quiet husband, and also from the strug- 
gling therapist. Yet she was very unhappy 
and anxious. Finally she was able to say one 
day that she was upset because she felt that 
her husband was distant; she couldn’t get in 
close touch with him. Yet she felt wrong if 
she reacted to this, even if only by becoming 
silently upset. The main emphasis was on the 
problem of feeling wrong uncontrollably, 
even when she thought she had some just 
cause for distress. The therapist then sug- 
gested that she could act to resolve this prob- 
lem of feeling wrong, if she seriously wanted 
to, by following a simple instruction. After 
a pause, she agreed. The therapist’s instruc- 
tion was that, during the following week, she 
should deliberately do something that she 
considered wrong. The only conditions im- 
posed were that the wrong was not to be a 
really serious one and was to involve some 
other family member in some way; other 
than that she should choose the action. Dur- 
ing the next session, she revealed that the 


daring deed she had committed was subscrib- 
ing to a book club. 


The members of the research group 
laughed as they heard this section on the 
tape, thinking how constricted she was to 
commit such a minor sort of sin. How- 
ever, they had failed to appreciate the 
limitations placed on the range of action 
in this family, because the father, who in 
the session heard for the first time what 
she had done, angrily disapproved. Al- 
though his reasons were a bit obscure, 
they appeared to concern the expense 
involved. In fact, since this was not great, 
and money was used by the father as a 
means of control, the mother’s independ- 
ence seems more important. From this 
episode, the therapist and the group as 
a whole learned a little more about why 
this woman had to breathe her sick son’s 
every breath. The fact that she was se- 
verely controlling did not mean that she 
was not similarly controlled by herself 
and her husband. And if control is this 
severe, then even the small change of be- 
havior, change of evaluation, and change 
in relationship with her husband that this 
act represented, though initiated by the 
therapist’s instruction, may be correspond- 
ingly significant. 


FAMILY PATHOLOGY AND THERAPY: 
A THEORETICAL SUMMARY 


Perhaps we can now utilize the preced- 
ing material to attempt a more condensed 
and general statement of our ideas on the 
pathology of these families and its treat- 


ment. Even though such a theoretical 
statement is bound to be oversimplified 
and incomplete at this stage of our knowl- 
edge, it will provide a basis for some com- 
parison between our theoretical and thera- 
peutic slants and those of other workers. 

Summing up very broadly then, it ap- 
pears that these families of schizophrenics 
are enmeshed in a pathological but very 
strong homeostatic system of family inter- 
action. That is, regardless of their past 
history—although that might be enlight- 
ening—they are at present interacting in 
ways that are unsatisfying and painful to 
all, provocative of gross symptomatology 
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in at least one, and yet powerfully self- 
reinforcing. Their overt behavior may 
appear varied or even chaotic, but beneath 
this a pervasive and persistent pattern 
can be discerned, and one that is quite 
resistant even to outside therapeutic ef- 
forts at change. 

How and why is this so? On what basis 
may such homeostasis be clarified and 
understood? We may at least begin to do 
so by using further our basic concepts of 
the double bind and the still broader con- 
cept of the necessary multiplicity of mes- 
sages, of different levels, in all communi- 
cation. These ideas, which were helpful 
in understanding the occurrence of schizo- 
phrenic behavior, are also helpful in at- 
tacking the more fundamental problem 
level: Why does pathological behavior or 
organization persist, even under pressure 
to change? We have not solved this prob- 
lem, but we can state a few leading ideas. 
First, the double bind pattern itself tends 
to be circular and interactive in a self- 
perpetuating way, even though we may 
speak of it carelessly as if it were a one- 
way matter, with a “binder” acting on a 


“victim.” Actually, if A sends incongru- 
ent messages to B, B is very likely to 
respond with a correspondingly incon- 
gruent set of messages in reply. The one 
main difference likely to exist between 
their communications only serves to in- 


tensify the vicious circularity: If the 
incongruence between A’s messages is 
concealed and B falls in with this, then 
the incongruence in B’s reply is apt to 
be correspondingly eraggerated, the typi- 
cal case for schizophrenic utterance. This 
in turn influences A toward further in- 
congruence, even more concealed or de- 
nied, and so on. In three-party situations,’ 
essentially the same process may occur. 
If A and B are parents giving incongruent 
messages to C, their child, C is likely to 
respond in a disturbed way with markedly 
incongruent messages and ones likely to 
have some reference to the family rela- 
tionships; at this A and B are very likely 
to insist more strongly that there are no 
differences in what they think and say, 
rather than admitting differences, as we 
have described earlier. 


Discussed in Weakland, footnote 4. 


Second, the existence of a multiplicity 
of messages obviously offers great possi- 
bilities for interaction among family mem- 
bers in which nothing is ever clarified 
because both agreement and disagreement 
can be avoided. It is possible, with in- 
congruent messages, to agree with another 
person, yet not agree, by agreeing at one 
level of message yet disagreeing at an- 
other or indicating that it is not really 
the speaker who is agreeing. And simi- 
larly with disagreement; this also can be 
no-yet-yes. We find that members of fami- 
lies in which there is a schizophrenic are 
likely to communicate largely by remarks 
we may call “disqualifying”—that is, they 
effectively negate what someone else has 
said, only in an indirect way, so that state- 
ments are not really met. This sort of 
communication and its paralyzing effects 
have been particularly striking in some 
standard interviews that we have given 
experimentally, since these interviews fo- 
cused on family organization, leadership, 
and planning, first by asking the family 
members to plan something they would 
like to do together, and then by inquiring 
who was in charge of the family. 

This sort of problem may be seen from 
a somewhat different angle by considering 
the two sorts of families of schizophrenics 
discriminated by Lidz:* One (“skew” 
families) in which harmony is conveyed 
overtly, but with covert persistent dis- 
agreement; the other (“schism” families), 
in which there is constant overt scrapping 
yet the family members somehow remain 
together for many years. Both may be 
seen as types of pathological organiza- 
tion whose stability is related to the ex- 
istence of such incongruent double mes- 
sages about family relationships plus the 
avoidance ‘of recognition and acknowl- 
edgment of such incongruence by family 
members. 

Any move toward change or therapy, 
finally, immediately encounters difficulties 
similar to those just mentioned. The mem- 
bers of these families have long been adept 


8 Theodore Lidz and Stephen Fleck, “Schizo- 
phrenia, Human Integration, and the Role of Fam- 
ily,” pp. 323-345, in The Etiology of Schizophrenia 
(see footnote 4). For other references and more ex- 
tensive discussion, see Weakland, footnote 4; pp. 
380-382. 
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at using incongruent messages. Thus, if 
some change in behavior or family organi- 
zation is proposed, what is more likely 
than that it will be met with agreement 
that is not agreement; with disagreement 
that is not disagreement; with agreement 
from one member and disagreement from 
another, while they insist they are to- 
gether on the matter, and so on? If a 
specific change can be brought about in 
the behavior of some member, it is likely 
to be negated by a shifting of the general 
context, by the same person or another: 
“Yes, my husband is behaving better to 
me now; but of course that’s just because 
you told him to, not that he cares any 
more about me.” Or a more general shift 
may be negated by a specific change; or 
the two parents may both change at once 
so that they remain on opposite sides of 
whatever fence divided them, even if 
reversed from their original stands. All 
this also throws light on why descrip- 
tion or labeling of family behavior is usu- 
ally ineffective, even where the members 
themselves appear to grasp it; thus we are 
more concerned with altering interaction 


than with “insight.” 
In other words, these families have a 
tremendous aptitude for “plus ca change, 


plus c’est la méme chose.” It appears 
increasingly clear to us as we work 
with them that to be effective we must 
meet them on their own ground, though 
with different orientation—toward posi- 
tive change instead of defensive mainte- 
nance of a sick system. That is, the thera- 
pist must himself employ dual or multiple 
messages involving such incongruences as 
will serve to come to grips with the whole 
complexity of the messages of the family 
members he must deal with. A reconsid- 
eration of the techniques we have men- 
tioned earlier shows readily enough that 
for many this is already explicitly so, and 
it is implicit for most of the others. That 
is, we have been concerned with using 
explicit statements that convey concealed 
‘and unexpected implicit meanings as well; 
with using content messages joined with 
framing statements; with giving instruc- 
tions whose carrying-out will constitute 
a further message. We have spoken of 


this elsewhere, perhaps too narrowly, as 
the “therapeutic double bind”; the broad 
principle described here, of using mul- 
tiple—and often incongruent—messages 
therapeutically, is what needs recognition, 
and then further investigation. 


OURSELVES AND OTHERS: FAMILY THERAPY 
AS A COMMUNICABLE DISEASE 


Except for political rallies, baseball 
games, and burlesque shows, it is diffi- 
cult to imagine a situation more capable 
of arousing enthusiasm among therapists 
than conjoint family therapy. It is not 
completely clear to us why this should 
be, but it does make us cautious about 
accepting new adherents and we do at- 
tempt to review our work with the limited 
objectivity available to us. 

There is little question that exposure to 
conjoint family therapy alters the psycho- 
therapeutic approach of the exposed, both 
in his private and research work. Most 
of those engaged in our family therapy 
research project have private practices on 
a part-time basis. It is fascinating and 
predictable to note that their psychothera- 
peutic approach undergoes at least the 
following changes: 

(1) The therapist will become more ‘ac- 
tive’ in individual therapy, especially in 
suggesting the meaning of other people’s 
behavior vis-a-vis the patient. 

(2) The therapist will be less interested 
in diagnosis or the accepted dynamic for- 
mulations; he will tend, rather, to describe 
his patients in terms of an interlocking 
milieu, consisting mainly of the immediate 
family situation, but drawing also upon 
the wider family context and sometimes 
including ethnic or subcultural factors. 

(3) The therapist will greatly increase 
the number of couples he treats, mostly 
in the conjoint situation. We believe it 
is rare for our therapists not to have met 
the spouses of all their patients. 

These tendencies, in other words, par- 
allel several distinctive emphases in the 
orientation of our family therapy: activity 
of the therapist rather than passive listen- 
ing; more concern for alteration of be- 
havior than for ‘insight’; more intense 
focus on the present than on the past; 
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and more attention to interaction than to 
intrapersonal experience. 

Perhaps two brief examples will illus- 
trate how the family therapy bug affects 
its victim: 

Example A.—A catatonic young woman was 
discharged from a Midwestern state hospital 
because her parents were moving to Cali- 
fornia. She was referred to one of us for 
recommendations as to local hospital care. 
Although the patient was mute and stiff, she 
appeared evanescently pleased by the sugges- 
tion that if she and her parents were willing 
to start family therapy, we could see how it 
would work out to have her live at home, 
with a practical nurse assisting the mother 
during the daytime. She has remained out 
of the hospital now for two years and ap- 
pears to be functioning fairly adequately. 
Previous to our family work, it would have 
been unthinkable that such a catatonic pa- 
tient who did not appear to be in good con- 
tact would not be hospitalized. 

Example B.—On an emergency home visit, 
one of us met a 60-year-old woman who had 
made a mild suicidal gesture. She appeared 
to be in a typical agitated depression, and 
the question seemed to be where to hospital- 
ize her and whether it should be in an insti- 
tution where she would receive electroshock 
therapy. After speaking to her for a few 
minutes, the psychiatrist asked her daughter 
with whom she was living to join them; and 
he noted that, despite a smiling cooperative 
kindliness, not all was well between daughter 
and mother. When this was touched on, the 
daughter mentioned that she had her husband 
and her own 17-year-old daughter to worry 
about and perhaps her mother’s attitude was 
a little bit too much. The mother sparked 
noticeably at this and implied that the daugh- 
ter didn’t have a complete romance with her 
husband and had in fact invited the mother 
to live with her partially on this account. 
The patient was not sent to a hospital but 
was seen in conjoint therapy with her daugh- 
ter, son-in-law, and granddaughter. After a 
very brief time, the blocked communication 
in the family had noticeably improved and 
the mother decided she would like to live by 
herself. In retrospect, it seemed fairly certain 
that getting the patient’s daughter involved 
after a few minutes of the initial visit, and 
the orientation of the therapist, altered what 
would have been fairly standard psychiatric 
disposition. 


Transference, Countertransference, and 
Interaction 


Many analysts have had strong doubts 
about the idea of family therapy, which 
are often put on transference and counter- 


transference grounds. Thus the terms 
“transference and countertransference” 
are troublesome unless it is kept in mind 
that they refer strictly to aspects of a 
very special situation—psychoanalysis. 
We have no doubt that our therapists 
have feelings about the family members 
and vice versa; on the other hand, no 
clarity is achieved if we label such states 
of mind transference and countertransfer- 
ence. There are several reasons for this: 

Transference is a manifestation related 
to the inactivity prescribed for standard 
psychoanalytic treatment. The patient, on 
the basis of minimal cues, creates a frame- 
work and embroiders it with past personal 
references. In conjoint psychotherapy, 
there is a good deal of activity, even if 
the therapist is only acting as a traffic 
cop. If skillfully managed, the interac- 
tion is largely among family members and 
not with the therapist. Thus we would 
consider the proper intervention when a 
wife is chopping her husband to ribbons, 
not to be “Look what you’re doing to the 
poor man,” but to ask him if she always 
shows her attachment to him in this way. 
The wife will be fascinated awaiting his 
reply and will be busy with her rebuttal. 

That is, with so much interaction among 
the family members, and active thera- 
peutic focus on this, there is no emergence 
of standard transference phenomena. 
What we do see can better be labeled 
parataxic distortions, since the data con- 
sist of discrete examples of expectations 
on the part of a family member that the 
therapist does or does not fulfill. Some 
of these instances even seem to be a com- 
bination of ignorance and misinformation 
as to what one can legitimately expect of 
a therapist, while others appear to result 
from explanatory concepts that the per- 
son brought with him into therapy, such 
as, “All men are... .” 

It is difficult to explain the difference 
between these phenomena in individual 
and family therapy unless one has ob- 
served or participated in both forms of 
psychotherapy. A statement by a family 
member, which if it occurred in an indi- 
vidual psychotherapeutic session may be 
labeled evidence of transference, can have 
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a very different meaning in family ther- 
apy. Thus, a comment by the wife that 
the therapist is the only one who has 
ever understood her is apt to be an ex- 
pression of dissatisfaction with her hus- 
band, a pointing out of a direction he 
should take; and before the therapist can 
label this himself as father transference, 
the husband’s reaction will have to be 
dealt with, plus one of the children, plus 
the wife’s reaction to her husband’s re- 
action, and so on. 

The same difficulties apply to counter- 
transference. If the therapist is active, 
he becomes aware of his feelings partially 
through the kind of action he takes, and 
often not until a supervisory session. An 
experienced, fairly secure therapist may 
change the direction of a beginning feel- 
ing in himself by taking an action op- 
posite to the feeling. For example, if he 
finds himself irritated by the mother’s 
quietly nagging, martyred tone, he may 
turn to the father and ask what he ex- 
perienced in himself during the time when 
the wife was speaking. On the surface, it 
would appear that the therapist simply 
passes the buck to the father and that 
this technique might be a fairly destruc- 
tive one. On the other hand, if it is kept 
in mind that the father has been having 
thoughts for years about his wife’s atti- 
tude, and that now is his chance to express 
them with the support of another male 
present, a different face is put on the sit- 
uation. By the time the husband has made 
his comments, the therapist may then be 
in a mood to reaccept the wife and to help 
find out what she has to complain about. 
Such interlocking transactions are part 
of the ordinary family life and have been 
referred to in papers on everything from 
pecking order to role playing. 


RESULTS 


We are not yet in a position to support 
any claim that family therapy is better 
or worse than the more usual methods of 
treating schizophrenics. Insufficient time 
has elapsed, and unusual and difficult 
problems of evaluation are posed by our 
interest not only in the identified patient, 
but in the parents and siblings and es- 


pecially in the functioning of the family 
as a whole, while means for evaluation 
at this level are largely lacking in psy- 
chiatry at present. Thus it is appropriate 
that the emphasis in this paper has been 
on our ideas and methods; we have 
pointed out that family therapy differs 
from individual therapy, in ways we have 
tried to outline, and that this difference 
helps to shape a new orientation in the 
therapist. We may, however, end by dis- 
cussing briefly the inconclusive yet prom- 
ising results of our therapeutic efforts so 
far. 

Various studies have shown that prog- 
nosis for recovery from schizophrenia is 
importantly related to the history of the 
illness—that is, its duration, amount of 
hospitalization and other treatment with- 
out success, and so on. Therefore, our 
evaluative scheme for family therapy, 
with reference to the identified patients, 
is based on comparing the level of their 
social adaptation before family therapy 
and currently, against the background of 
information on the prior history of their 
illness. On this basis, our cases can hardly 
be considered other than difficult ones. 
We have worked with eighteen families 
so far. Of the identified schizophrenic pa- 
tients in these families, eleven were males 
ranging in age from 13 to 41, and seven 
were females ranging in age from 14 to 34. 
Of these eighteen, six had been originally 
diagnosed as schizophrenic between 10 
and 16 years ago, four between 5 and 10 
years ago, and eight less than 5 years ago. 
Perhaps four of these eight were first 
seen by us as fairly new or acute cases, 
but fourteen of our eighteen patients 
could be labeled as already chronic cases 
when we first saw them. Some had been 
diagnosed in early childhood, as young as 
3 years; the maximum age at first diag- 
nosis was 25. Eleven of these patients 
had been hospitalized at some time, from 
a minimum of 2 months up to 6 years 
maximum, the average being 3 to 4 years. 
Of the seven patients never hospitalized, 
probably three or four were clinically sick 
enough to justify hospitalization and had 
avoided it only because they were so 
young or had such passive-withdrawing 
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symptomatology that their behavior could 
still be tolerated or handled within the 
home. 

Information on prior treatment other 
than hospitalization, although it is cer- 
tainly not complete, shows that at least 
seven patients had received EST, one in- 
sulin shock, eight had had tranquilizing 
drugs, and twelve had received individual 
psychotherapy ranging from a minimum 
of 3 sessions to a maximum of 9 years of 
intermittent examination and treatment. 
In several cases family members—usually 
the mother—had also had some individual 
psychotherapy. In only four instances, all 
young persons and fresh cases, had there 
been no therapy before family treatment 
was started. 

At the time of writing, our families had 
been seen, usually on a once-weekly basis 
for an hour or an hour and a half, from a 
minimum of 3 months up to 41 months in 
one case, the average being about 12 
months. Most of our families are still in 
treatment, although four terminated ther- 
apy against our advice. 

There were seven patients hospitalized 
at the outset of family therapy. Of these, 
one is still in the hospital, three are living 
at home and able to go out unaccompa- 
nied, one is living at home but working, 
one is living alone and caring for her child 
though still financially dependent on the 
parents, and one is living alone, working 
part-time but financially dependent on her 
parents. Thus, six of these seven have 
shown a noticeable improvement in terms 


of social adaptation and independence. Of 
the remaining patients, nine were young 
persons, mostly never hospitalized, who 
were living with parents and restricted to 
the home or, if going out, not productive 
—that is, not working or doing badly in 
school. All but two of these improved in 
such degree as starting to school again, 
changing from failure to passing, starting 
to work, or at least starting to go out un- 
accompanied, as did the two remaining 
patients who had previously been confined 
to their homes after release from hos- 
pitalization. 

It is still more difficult to characterize 
results with the parents and siblings, and 
with the family as a whole. But, very 
broadly, it can be said that the other 
family members generally have improved, 
though less noticeably than the identified 
patients. More than half of the fathers 
were judged improved by their thera- 
pists, with the rest showing no distinct 
change. The picture for the mothers was 
similar except for two cases where it was 
judged that the mother was worse. And 


limited data on siblings showed about 


evenly divided improvement and no 
change, excepting again one sibling 
judged worse. 

Finally, though it often appeared a se- 
vere course of treatment, all of our thera- 
pists seem to have been helped, without 
exception. 
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Research in Psychotherapy : 
A Preliminary Report 


Robert A. Cohen* and Mabel Blake Cohen** 


OR MANY YEARS we have been ambivalently interested in the systematic study 

of the psychotherapeutic process. In this paper we wish to report some of our ex- 
periences and current ideas. As we do so, the reasons for mentioning our ambivalence . 
may, perhaps, become clear. At any rate, we have come to believe that it does not 
represent only a personal neurotic problem, but rather reflects a general difficulty and 
common discouragement in evolving a research methodology for dealing with prob- 
lems in this complex field. As was stated at the Conference on Graduate Education 
in Clinical Psychology some years ago, “Psychotherapy is an undefined technique ap- 
plied to unspecified problems with unpredictable outcome. For this technique we recom- 
mend rigorous training.” ! Facetious though it may be, there is nevertheless an uncom- 
forting degree of truth in this statement, which no doubt explains why many of our 
colleagues in the other behavioral sciences prefer to study such simple matters as the 
mechanisms of hormonal activity or the processes of energy transformation. 


As Strupp has described in a thoughtful 
paper on the future of research in psy- 
chotherapy,? most studies can be placed 
in two groups: one usually conducted by 
therapists which is predominantly clinical 
in nature, and another carried out mainly 
by research psychologists which is ex- 
perimental. In the past, experimental 
studies have had little relevance either for 
the development of therapeutic tech- 
niques or for a deeper understanding of 
the processes involved in the therapeutic 
relationship, and Strupp raises the ques- 
tion of whether they ever will. We would 
give an affirmative answer to this ques- 

2Hans H. Strupp, “Some Comments on the Future 


of Research in Psychotherapy,” Behavioral Science 
(1960) 5:60-71. 
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tion. We believe that there are problems 
which can be answered only by systematic 
rather than by clinical intuitive research, 
and that modern film and sound recording 
techniques facilitate some of these studies 
by providing an opportunity for the re- 
peated consideration of certain aspects of 
specific therapeutic interactions. 

A variety of schemes for the description 
and assessment of the psychotherapeutic 
process have been presented by investi- 
gators in this field. Many are described or 
referred to in the volume, Research in 
Psychotherapy,’ which reports the pro- 
ceedings of a conference held in Wash- 


* Eli A. Rubinstein and Morris B. Parloff, editors, 
Research in Psychotherapy; Washington, D.C., Amer. 
Psychological Assn., 1959. 
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Senior Fellow, Inst. for Juvenile Rsc., Chicago 39-40; Commander (MC) USNR 41-46; Assoc. Physician 46-48, 
Clinical Director 48-53, Chestnut Lodge, Rockville, Md.; Director, Clinical Investigations, NIMH 53-. Diplo- 
mate, Amer. Board Psychiatry and Neurology 43. Member: Sigma Xi, Amer. Psychiatric Assn., Amer. 
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ington in April, 1958. The most complex 
and most ambitious of these is that of 
Leary and Gill,* who constructed a set of 
dimensions with which one could describe 
almost every conceivable type of human 
ideation and behavior. Since the proce- 
dure is psychoanalytically oriented, it in- 
cludes levels of the unconscious, of the 
conscious, and of overt behavior; and it 
attempts to quantify as well as to identify 
the broad variety of psychological proc- 
esses as well as the actions, speech, mo- 
tives (both at bodily and derived levels), 
affects, and ideas as they are expressed in 
Rapaport’s model.’ Using this complex 
scheme, one could presumably place every 
behavior or event in a psychotherapeutic 
relationship in a system which uses the 
psychoanalytic model of the development 
and resolution of a relationship as the 
ideal. One could count, in any given inter- 
view, and compare between interviews, 
such things as the percentage of clinical 
statements, statements about the patient, 
statements about the patient-therapist re- 
lationships, dynamic statements, state- 
ments about derived motives, statements 
about affects, or statements about bodily 
feelings or symptoms. 

At the opposite extreme is a plan ad- 
vanced by Rogers* who conceptualizes 
human development as a continuum, at 
one end of which is a manner of living in 
which rigid constructs are maintained; 
there is no recognition of the feeling life; 
the person is remote from his own im- 
mediate experiencing; and communication 
is almost entirely about externals, almost 
never about self. At the other end of this 
continuum the person lives in his feelings, 
using them as a basic guide for his living; 
his experiencing is immediate, rich, and 
changing; he is aware of himself but not 


“Timothy Leary and Merton Gill, “The Dimen- 
sions and a Measure of the Process of Psychother- 
apy: A System for the Analysis of the Content of 
Clinical Evaluations and Patient-Therapist Verbaliza- 
tions,” pp. 62-95, in Research in Psychotherapy (see 
footnote 2). 

5David Rapaport, “The Structure of Fsychoana- 
lytic Theory (A Systematizing Attempt),” pp. 58-183; 
in Psychology: A Study of a Science, Vol. 3, Formu- 
lations of the Person and the Social Context, edited 
by Sigmund Koch; New York, McGraw-Hill, 1959. 

*Carl R. Rogers, “A Tentative Scale for the Meas- 
urement of Process in Psychotherapy,” pp. 96-107, 
in Research in Psychotherapy (see footnote 2). 


as an object. He has incorporated into 
himself what Rogers considers as the 
ultimate in human development—namely, 
the ability to live “fully in himself as an 
integrated, constantly changing flow of 
process.” * Between these two extremes 
are a number of stages of development, 
not as yet too sharply defined. Both Leary 
and Gill and Rogers have trained data 
analysts who can reliably code the units 
of the psychotherapeutic interview ac- 
cording to their respective classifications. 

Our own interest in a systematic study 
of psychotherapy was stimulated by Harry 
Stack Sullivan. At the Sheppard and 
Enoch Pratt Hospital in the twenties he 
recorded some of his psychotherapeutic 
hours, and later recorded a number of his 
supervisory sessions with us. Just before 
his death the Washington School of Psy- 
chiatry secured a grant to conduct a series 
of recorded personality studies of success- 
ful naval officers. Halperin, Ohaneson, 
Will, and the two of us decided to carry 
out this study, and encountered the vicis- 
situdes which are all too common in this 
field. Each of our 700 recorded interviews 
(the total for three subjects) was listened 
to by the therapist and at least one other 
person. There were weekly conferences 
between the therapist and that other per- 
son, and once a week the whole group 
gathered for a three-hour session to dis- 
cuss issues which seemed significant. As 
might be expected, differences were 
stirred—both emotional and intellectual. 
Yet each of us at one time or another 
announced how much he had gained from 
the total experience. But the results of 
this tremendous expenditure of time and 
thought and feeling have found expres- 
sion in our individual careers and not di- 
rectly in scientific publications. Although 
a few publications grew out of this,® 
we found ourselves submerged in the 

7 See footnote 6; p. 97. 
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mass of data. Each positive statement we 
felt able to make seemed insignificant 
against that which was left undescribed 
—and we finally turned away to follow the 
clinician’s usual, course of focusing on 
some isolated aspects of the therapeutic 
situation. 

Then along came the opportunity at the 
National Institute of Health. Here we 
could have not only a recording but a 
sound film of an entire therapy. Time 
would not be a factor; the patient’s fi- 
nances would not affect the duration of 
treatment. We might enlist the help of 
other behavioral scientists in the study 
and gain the advantage of their special 
skills. 

Without going into purely technical de- 
tails, we have had available several single 
hours in the midst of psychoanalytic treat- 
ment relationships, and over 500 consecu- 
tive hours of a psychotherapy which is 
still in progress. In this latter instance, 
there are also weekly sound-recorded in- 
terviews between the therapist and a con- 
sultant. At the beginning of the study 
there was an agreement that these would 
not be made available to the research 
group until the termination of treatment, 
and then only if the therapist and con- 
sultant wished to do so. Recent articles 
by Sternberg, Chapman, and Shakow,’ and 
by Shakow *° have discussed the setting, 
procedures, and some of the issues in- 
volved, and advantages and shortcomings 
of the use of sound film of a psychother- 
apy. 

For the past four years we have been 
struggling to develop a systematic method 
for dealing with this rich clinical data. 
We must admit that the very advantages 
of our setting also work against us. When 
one is provided with every imaginable 
accessory, one feels an obligation to come 
up with something which on the one hand 
is not banal, and on the other derives 
uniquely from the special circumstances 


*Rae Shifrin Sternberg, 
David Shakow, “Psychotherapy Research and the 
Problem of Intrusions on Privacy,” PsycHIaTry 
(1958) 21:195-203. 

%” David Shakow, “The Recorded Psychoanalytic 
Interview as an Objective Approach to Research in 


Jean Chapman, and 


Psychoanalysis,” Psychoanalytic Quart. (1960) 


29:82-97. 


contrived for the study. We would find 
ourselves getting involved and interested 
in one issue or another, would follow its 
development in other sessions, and would 
then begin to feel, “But this is obvious; it 
has all been said before; and besides we 
can’t really prove—even with the film— 
that situation C resulted from the inter- 
action of circumstances A and B.” As 
Aubrey Lewis pointed out in his Brad- 
shaw lecture, this craving for certainty 
is troublesome indeed. We found our- 
selves almost like Cratylus who, having 
decided to say only what was certainly 
true, ceased talking altogether and ended 
up wagging his finger. The freedom of the 
therapist who must act in what he con- 
siders a helpful way, even when his 
therapeutic methods are empirical and 
their effects dubious, is not so readily ac- 
corded the researcher. 

But our difficulties lay in our stars as 
well as within ourselves. Someone has 
pointed out that the number of new 
scientific ideas doubles every 10 years, and 
that 90 percent of the scientists who have 
existed since the world began are alive 
today. It is obviously impossible to keep 
abreast of and integrate completely the 
fantastic amount of information pouring 
forth, and yet in effect this is just the 
situation in which the therapist interact- 
ing with the patient finds himself. The 
dilemma of the would-be researcher, faced 
with even more data on the sound film, is 
that of the analyst compounded. 

Pittenger, Hockett, and Danehy have 
recently published an entire book in 
which, as they say, they attempt to deal 
incompletely with the linguistic data of 
the first five minutes of one psychothera- 
peutic interview.12 They did not even 
consider a sound film because they did 
not have an expert on kinesics available, 
and furthermore they felt that any at- 
tempt to include the kinesic aspects of the 
communication between patient and ther- 
apist would have made their analysis in- 


“Aubrey Lewis, “Between Guesswork and Cer- 
tainty in Psychiatry,” Lancet (1958, Vol. 1) Jan- 
uary 25, 171-175; February 1, 227-230. 

% Robert E. Pittenger, Charles F. Hockett, and 
John J. Danehy, The First Five Minutes: A Sample 
of Microscopic Interview Analysis; Ithaca, N.Y., Paul 
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credibly complex. We did not ourselves 
consider employing so fine a filter for 
study of our data, but, even so, at the rate 
we have been going it would take another 
25 years to report on the sessions already 
completed. Against this background, and 
with full recognition of the criticisms 
which can be leveled at such an enter- 
prise, then, let us turn to report briefly 
some of the efforts we have made to re- 
duce this mass of data to usable dimen- 
sions, and to discuss in somewhat greater 
detail the particular facets which we feel 
most hopeful about. 


First, it seems worth while to comment 
on the fact that there is considerable dif- 
ficulty in establishing oneself as an ob- 
server. We were surprised at this. For 
over ten years we have had the experi- 
ence of regular consultations with col- 
leagues, and we felt that we had long ago 
learned that as far as successful therapy 
is concerned there are many roads to 
Rome. We anticipated that we would be 
even more detached in studying a film, 
because now we had no responsibility to 
any but ourselves; no need to be useful 
or penetrating. Whatever the reasons, it 
took us months to achieve a modest degree 
of objectivity. At first we found ourselves 
responding constantly to the therapist— 
he should have been silent when he spoke; 
he should have spoken when he was 
silent; and when he said anything useful, 
he said it too late or too soon. We are 
exaggerating, of course, but only moder- 
ately. It has been hard to focus attention 
on our task, to study the development of 
the therapeutic relationship, to define that 
which has gone well, and to delineate that 
which appears to augur trouble in the 
future. It seems to us that this unhappy 
state of affairs reflects one of the serious 
difficulties in our field. Despite our knowl- 
edge that the results of our psychother- 
apeutic endeavors are at best only en- 
couraging, at another level we seem to 
believe that even if we don’t always know 
exactly what to do, we at any rate are 
authorities on what never should be done, 
and we are capable of feeling outraged at 
the fumbling efforts of our colleague who 


was bold enough to expose himself to our 
scrutiny. We have learned from our con- 
tacts with a number of other groups en- 
gaged in similar efforts that this reaction 
is acommon one. Perhaps it accounts for 
the fact that the literature is embarras- 
singly rich in provocative theoretical 
formulations but poor in verbatim reports 
of single hours, let alone crucial segments 
of entire therapies. This situation makes 
it mandatory that the therapist in a study 
of this sort not be a member of the re- 
search group. 

Turning now to a description of the 
material which we are in the process of 
studying, we have called it psychotherapy 
primarily to avoid argument as to 
whether, under the circumstances of this 
study, it could be considered a bona fide 
psychoanalysis. Actually, the therapist is 
an experienced, well-trained psychoan- 
alyst; the consultant enjoys similar status; 
the patient is seen five times weekly; she 
lies on the couch and is instructed to ex- 
press freely whatever comes to mind; by 
and large the approach is one which is 
believed to promote the development of 
what analysts call a regressive transfer- 
ence neurosis; and the effort is made to 
resolve this neurosis by the techniques of 
interpretation alone. It is an important 
question as to how this relationship is 
modified by the recording and filming pro- 
cedures which, in effect, guarantee that 
the two participants are never alone. This 
problem has been considered elsewhere, 
and we do not wish to enter into a discus- 
sion of it at the present time. Suffice it to 
say that we believe that much of signifi- 
cance does occur and that our observa- 
tions will have relevance for the process 
which goes on in the more conventional 
clinical setting. The therapist has at- 
tempted to assume an attitude of benevo- 
lent neutrality, but we are sure that it is 
clear to all that this is largely limited to 
the level of verbal behavior and is only 
relative at best. It would be naive to call 
him neutral when he reveals—by a thou- 
sand movements, by the inflections and 
stresses of his supposedly noncommittal 
comments and questions, by the puffing 
and puffing on his pipe alternating with 
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quiet, deep attention—a continuous ebb 
and flow of his interest and a subtly vary- 
ing reaction to what the patient says and 
does. If activities are looked upon as bits 
of communication, only the smallest frac- 
tion is ever expressed verbally, and for 
only brief periods are the sum totals of 
these bits relatively unambivalent. 

We faced, then, the problem of organiz- 
ing our data in manageable form. Our 
initial exploratory attempt was a study of 
the first hour by the entire research group, 
consisting of two psychiatrists and three 
psychologists.1* We hoped to blend the 
competences of each—to use the psychol- 
ogists’ greater training in_ scientific 
method to counterbalance the more global 
intuitive approach to therapeutic material 
by the psychiatrists. We also hoped, and 
still do, to move in the direction of a few 
clearly stated, discrete, testable hypothe- 
ses regarding the events in therapy which 
are causally related to change in the 
patient. 

There are a number of testable hypothe- 
ses with regard to the significant events 
of therapy. One is that change in the pa- 
tient is most closely related to the de- 
velopment and working through of his 
relationship to the therapist. In this case, 
the significant material would be searched 
for in the area of the relationship events. 
A second assumption would be that the 
most effective agent of change is corre- 
lated with the patient’s freedom to feel 
and to express himself. In this case one 
would look for events which either pro- 
moted or retarded this freedom. A third 
hypothesis would be that change in the 
patient is correlated with a re-experienc- 
ing and reinterpretation of meaningful 
events from his past. In this case the ma- 
terial selected from the hours for study 
would be that related to history-giving. It 
is clear that these three hypothetical 
points of view for study of the material, 
while separable each from the other, are 
also closely linked. One cannot have pure 
material about the relationship isolated 
from the history and the expressivity of 
the patient. Therefore, focusing largely 


%The other members of the group are David 
Shakow, Morris B. Parloff, and Allen Dittmann. 


on the relationship, as we have done, is 
more a matter of emphasis than of exclu- 
sion of other kinds of data. 

Having selected as our point of view 
that of focusing on the relationship, we 
next had to examine the material in terms 
of the fineness or coarseness of the screen 
we would use. We examined the first hour 
through screens of several degrees of 
fineness. In one approach we took from 
the sound recording of one hour 247 sepa- 
rate acts of either patient or therapist. 
These were selected as representing the 
smallest units of verbal communication— 
they were parts or wholes of therapist- 
patient communications, separated from 
each other by shift in subject, change in 
tone, or some other indicator of change in 
meaning. One patient communication was 
divided into 11 such units; on other oc- 
casions, two or three patient communica- 
tions might be lumped together. This 
would be about the finest screen in terms 
of verbal meaning; much finer scales 
would be possible if one included also the 
nonverbal expressions, all the way from 
sniffs and coughs to changes in facial ex- 
pression or other gestures. Some members 
of our group have proceeded to study the 
material from this point of view. 

Dittmann and Wynne have attempted 
to analyze the emotional expressivity of 
speech by use of present-day linguistic 
techniques and have concluded that new 
methods must be developed before sig- 
nificant and standardizable correlations 
can be found.'* In a study at the Uni- 
versity of California, Renneker estimated 
that the average hour has 325 units of 
relevant verbal information, excluding 
such additional units as are to be found 
in the use of special words, slips, changes 
in tone qualities, and speech rhythms. 
The therapist alone made over 1,000 in- 
dividual body movements, each presum- 
ably expressive of a separate unit of in- 
formation.*® 

% Allen Dittmann and Lyman Wynne, “Linguistic 
Techniques and the Analysis of Emotionality in In- 
terviews,” J. Abnormal and Social Psychol. [in 
oe Renneker, “The Use of the Sound Re- 
corder in Psychoanalytic Therapy,” paper read at 


the May 6, 1960, meeting of the American Psycho- 
analytic Association. 
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As psychiatrists we found that the 
screen described above was too fine for 
our purposes. While we believe that mi- 
croscopic studies will make fundamental 
contributions to our understanding of be- 
havior in the long run, their methodo- 
logical development did not make use of 
our clinical training and experience, and 
might be more adequately developed by 
others whose special skills lie in these 
areas. 

We made a second approach to the ma- 
terial in terms of what we called inter- 
changes, by which we meant, so to speak, 
paragraphs of interaction. There were 
approximately 30 of these in the first hour. 
For example, the first such unit comprised 
the opening remarks of both therapist and 
patient, in which we saw the patient tak- 
ing the initiative to start, using humor to 
handle her anxiety, then the therapist 
taking the lead away from her and ex- 
pressing his kindly interest in order, per- 
haps, to mitigate her anxiety. The second 
unit comprised a number of interactions 
in which the patient seemed to be testing 
the therapist by asking for drugs, which 
brought quite a firm denial from him. 
The patient reacted with surprise and 
some apology, and the therapist then, in 
a rather kind!y and fatherly fashion, ex- 
plained his reasons for banning the use of 
tranquilizers. 

We found that examining the material 
on this level brought more of the psychi- 
atric meaning to the fore than was true 
with the smaller units. One could say that 
an interaction between two people to 
seem meaningful usually requires a mes- 
sage and a response, or an action and a 
conclusion or arrival at a goal, which the 
smaller units do not display. Referring to 
the interaction regarding drug-taking, for 
example, we can come to important con- 
clusions as to the patient’s anxious drive 
for the security of drugs, her less conscious 
need to see whether the therapist will 
give her this indulgence (and, possibly, to 
see what she can get away with), and her 
half-guilty reaction to his firmness, which 
would indicate some not-quite-conscious 
awareness of an undue amount of aggres- 
sion in her request. We can predict that 


issues of this sort will recur and that there 
will eventually be a struggle about the ag- 
gressive drive in the patient. We can also 
see a number of things about the thera- 
pist, his first perhaps overly emphasized 
negation, his second more kindly and ex- 
planatory one, his clearness about his own 
leadership role, and perhaps some less 
conscious reaction in him against the pa- 
tient’s subtle challenge to it. 

A third type of analysis was done with 
what we called themes, the largest of our 
units. We broke the hour up into 15 of 
these and considered them in terms of im- 
portant dynamic ebbs and flows. Our im- 
pression, after using these units for a time, 
was that they were too large, since they 
obscured smaller but highly significant 
events. For instance, one theme included 
the events occurring around the ther- 
apist’s introducing the analytic procedure 
to the patient. It included expressions by 
the patient of concern about being studied 
and also of curiosity, with questions which 
the therapist did not answer. There was 
a description by the patient of her ideas 
about psychotherapy and an expression by 
the therapist (in glowing terms) of his 
ideas on the same subject. He invited her 
to use the couch; she promptly refused. 
This was followed by subtle backtracking 
but gentle insistence on his part that she 
would get around to using it later. It can 
be seen from this example that the topic 
—the analytic procedure—covers a great 
range of diverse behaviors which are not 
necessarily closely related in terms of 
their emotional meaning. 

In our later work with a larger number 
of hours, we found it most useful to 
handle the data in terms of the second 
approach, using interchanges, or para- 
graphs of meaning. With these we could 
follow a dynamic thread from hour to 
hour and watch it change and disappear 
or reappear. 

One final comment about our prelimi- 
nary work: Nowhere in the literature is 
there a complete, dynamically meaningful 
analysis of defenses. Most writers have 
utilized lists which are incomplete, not 
logically ordered, or mutually exclusive. 
We spent some time struggling with this 
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task ourselves and laid it aside for the 
time being, with the impression that it 
would be a feasible and useful analysis to 
complete at a later date. As an interim 
procedure we came finally to an attempt 
to study the development of the relation- 
ship between therapist and patient by 
focusing our attention on changes in the 
patterning of defenses against anxiety 
roughly according to the tridimensional 
scheme shown in Figure 1. 


DEGREE OF 
OISTORTION 


EXTRAPUNITIVE 


INTRAPUNITIVE | _ 





Fic. 1 


A THREE-DIMENSIONAL SCHEMA FOR CLASSIFYING 
DEFENSES AGAINST ANXIETY 


In this diagram, the extrapunitive-in- 
trapunitive dimension indicates whether 
aggression is directed at others or in- 
wardly, rather than being available for 
constructive action; for example, in para- 
noid projection the aggression is directed 
toward others, while in depression it is 
directed inwardly. The distortion dimen- 
sion indicates the degree of awareness of 
the impulse; for example, it may be en- 
tirely in awareness in acting-out situa- 
tions, or may be entirely out of awareness 
in certain compulsions. The disengage- 
ment dimension indicates the closeness of 
the relationship with the therapist as ob- 
ject; in a hallucinatory state it would be 
maximally distant, in an intensely posi- 
tive or negative transference it might be 
almost as distant, while it would be maxi- 
mally close at the successful termination 
of analysis. 

It would ke the goal of therapy to move 
toward the mid-point on the horizontal 


scale, toward the bottom of the distortion 
scale, and in on the disengagement axis. 
If the general trend of defenses was in 
these directions as the relationship de- 
veloped, we would assume that it was 
moving in a ‘therapeutic’ direction; if the 
trend was opposite, we would assume that 
the relationship was moving in a ‘non- 
therapeutic’ direction. On a_ priori 
grounds, one might assume that gen- 
uinely mutative interpretations usually 
occur in those situations where patient 
and analyst become involved with each 
other, and where the analyst not only is 
assigned, but is involved emotionally in, 
a transference role; then by virtue of the 
more ready accessibility of his own ufhcon- 
scious, he becomes aware of what is being 
acted out and makes a suitable interpre- 
tation, and the patient becomes aware of 
the disguised impulse. A study of the 
shift of defenses in such an episode might 
indicate, first, a movement away from the 
central point on our diagram—that is, in 
a ‘nontherapeutic’ direction; then, after 
the therapist became aware of what was 
happening and made a successful inter- 
pretation, the defenses might shift toward 
the center. In contrast to this, when the 
therapist remained more the observer 
than the participant observer, when he 
saw clearly what was going on and dealt 
with it primarily by clarification, there 
might be steady movement in a ‘thera- 
peutic’ direction. In the course of develop- 
ment of the therapeutic relationship there 
would, of course, be shifts in the defenses, 
and movements on the various axes might 
be in opposing directions. 

Several other investigators have de- 
scribed approaches which are similar to 
the one we have sketched above and 
which indicate how therapeutic interac- 
tions may be studied within such a frame- 
work. Sklansky, Isaacs, and Haggard, 
who are working with sound films at the 
University of Illinois, have pointed out 
that even the most simple statement of a 
patient may carry meaning at several 
levels.1¢ They use as an example a pa- 


% Morris A. Sklansky, Kenneth S. Isaacs, and 
Ernest A. Haggard, “A Method for the Study of 
Verbal Interaction and Levels of Meaning in Psycho- 
therapy,” pp. 133-148; in Scientific Papers and Dis- 
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tient’s remark on walking into the office, 
“This is getting pleasanter .... nice and 
cool,” and point out four levels of mean- 
ing: (1) I like a cool room; (2) I like it 
here with you and won’t like my summer 
job as well; (3) I’m beginning to enjoy 
therapy; and (4) I love you and will miss 
you this summer. They found that if the 
therapist responds to level 1, and not to 
2, 3, or 4, by saying, for example, “Yes, it’s 
pleasant to have air-conditioning on a hot 
summer day,” then the matter under con- 
sideration at both the manifest and latent 
levels tends to be dropped by the patient. 
If the therapist responds indirectly to the 
other levels as well, even by “Mm-hm,” 
the matter continues to be worked on for 
a while. In certain instances in which the 
therapist responded directly to level 4, the 
patient changed the topic immediately. 

Ezriel at Tavistock Clinic has presented 
a formulation which appears closely re- 
lated to theirs.1*7 Working with recorded 
material, Ezriel has formulated two laws: 

(1) If one sets up a field by putting to- 
gether a patient in need of treatment and 
a therapist presumed capable of satisfying 
this need, and if the therapist assumes a 
passive, nondirective role, then the pa- 
tient will display in his words and actions 
a manifest form of behavior from which, 
by applying certain operational rules, 
three kinds of object relations can be in- 
ferred: (a) The required relationship 
which he has to adopt to escape from (b) 
the avoided relationship, which he be- 
lieves will lead to (c) a calamity. 

(2) If the therapist gives a here-and- 
now interpretation—that is, points out 
the hidden dynamics of the patient-ther- 
apist relationship in terms of these three 
object relationships and their connection, 
by means of a “because” clause—the sub- 
sequent material produced by the patient 
will contain the avoided object relation- 
ship in a clearer, less repressed form. 
Ezriel declares that when the therapist’s 
comments deviate from the here-and-now 





cussions, Divisional Meeting, Mid-West Area District 
Branches, edited by Jacques S. Gottlieb and Garfield 
Tourney; Detroit, Amer. Psychiatric Assn., 1960. 

1% Henry Ezriel, “The Scientific Testing of Psycho- 
analytic Findings and Theory: II, The Psycho- 
analytic Session as an Experimental Situation,” Brit. 
J. Med. Psychol. (1951) 24:30-34. 


mode, the avoided relationships do not 
appear in less yépressed form. 

Following these preliminary studies of 
the first hour, we two set out to examine 
the first ten hours in sequence, not spend- 
ing as much time on them as we had on 
the first hour but seeing, hearing, and 
reading them as many times as we needed 
to, the repetitions averaging approxi- 
mately eight for each hour. We worked 
independently, making separate notes, 
evaluations, and predictions; One of our 
aims was to compare the differences in in- 
terpretation of the same material by two 
trained observers; another was to check 
each of our interpretations by the ac- 
curacy of our predictive guesses as to 
what would happen next. In addition to 
such contributions as might be made to 
a more systematic understanding of tech- 
nique, we hoped thus by studying our 
predictions to test and extend the validity 
of our metapsychological concepts. 

In this paper we shall present only a 
summary view of our findings and impres- 
sions. We shall confine ourselves to, first, 
a brief description of the over-all events 
of these 10 hours, then a report of our 
analysis of various interchanges between 
the two participants, and finally, a discus- 
sion of some current ideas. 


In the first hour the patient and ther- 
apist made 210 remarks, which gives some 
idea of the liveliness of the interaction. 
The patient said that the prospect of com- 
ing to the hour had made her very tense. 
She wanted to take an Equanil, but had 
refrained in anticipation of the therapist’s 


wishes. She already felt more relaxed 
then she had for some time. Just the idea 
that there was someone who cared made 
her feel much better. In fact, over the 
preceding week end she had been able to 
go out and do more than she had done 
for months. She knew she was in for a 
hard time but she was determined to fight 
it out no matter how long it took, no 
matter how much suffering treatment en- 
tailed. After some awkward exchange 
about the circumstances of the study, the 
analyst described therapy as an effort to 
communicate more and more freely with 
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fewer and fewer reservations; he indi- 
cated that some patients found the couch 
helpful in this process. The patient re- 
fused the couch, saying first that she was 
afraid she’d fall asleep. When the ther- 
apist immediately assured her that she 
could wait until she felt more relaxed 
about it, the patient said she would prefer 
not to at the moment, but would rather 
wait until she did not have to keep her 
eye on the door in order to feel she could 
get out immediately should her tension 
become unendurable. 

Just these first four minutes of the first 
hour convey a vivid picture of the pa- 
tient: She’s feeling so much better be- 
cause at last she’s found someone who 
cares, only the thought of coming to see 
him made her so anxious she wanted to 
take a tranquilizer, and the only way 
she can stay in the room with him is to 
keep her eye on the door and maintain a 
state of readiness to get out. She has 
bravely suffered these past 16 years, do- 
ing things and demanding things of her- 
self that no one else would even think of 
suggesting; she is determined to go 
through with treatment, no matter how 
severe the strain; she has even denied 
herself the pill because she is eager to 
cooperate in every way, but she immedi- 
ately rejects the therapist’s suggestion 
that she use the couch which, he says, 
might facilitate the work. 

Even this statement about the first four 
minutes is an incomplete and special in- 
terpretation of what we saw and heard. 
At first we had largely ignored this por- 
tion of the hour, calling it merely “pre- 
liminaries,” as the therapist did, too. We 
had, for some reason, gotten preoccupied 
with the patient’s initial remark. Im- 
mediately upon entering the room, before 
the therapist could speak, she seized the 
initiative and said, “We progress from 
the bottom up, I guess.” The entire group 
got caught up in speculations about this 
phrase. What, if anything, it meant to the 
patient and analyst never did become 
clear. 

We returned to these so-called pre- 
liminary exchanges only when we tried 
to account for the fact that about five 


minutes later the therapist interrupted 
the patient’s lengthy description of her 
symptoms to comment on her pessimism 
about the outcome of therapy. He said, “I 
don’t quite understand why you think you 
will never get over your fears.” In all, he 
repeated this comment five times, the last 
formulation being, “You feel you’re com- 
ing for help but it’s not likely that the 
help is going to be very strong.” The pa- 
tient, meanwhile, was responding, “Oh— 
well—yes,” but all the while struggling to 
convey a sense of her inner turmoil and a 
picture of all the efforts she had made 
and was determined to continue to make 
to achieve once more the degree of com- 
fort and personal effectiveness which had 
characterized her earlier years. We did 
not understand at first why the analyst 
focused on the patient’s pessimism about 
treatment instead of remaining silent or 
commenting on her determination to seek 
it despite the difficulties. It was only after 
repeated viewings that we began to sense 
what he had apparently reacted to im- 
mediately, and came to relate his inter- 
vention to those early movements of the 
hour when the patient presented herself 
as seeking help and then rejecting it as 
soon as it was offered. 

Our general impression was that a sub- 
stantial engagement had occurred during 
this first hour. The patient amplified the 
picture of herself as bravely carrying on 
despite great inner tension; she described 
her search for a powerful person to lean 
on, but demonstrated further her refusal 
to follow his advice when she found him; 
she described herself as hostile and criti- 
cal, but her examples of such behavior 
were couched in such self-justifying terms 
that the real fault appeared to be an 
undue hesitancy in venting reasonable 
wrath. Despite her previous therapy, she 
did not reveal a single noteworthy evi- 
dence of psychological insight. 

The therapist presented himself as an 
informal, pleasant person with definite 
ideas. He indicated that in some areas he 
had strong convictions—for example, by 
refusing her permission to take pills— 
but in others he was more permissive, al- 
though he expected the patient to face her 
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anxieties eventually and to follow his sug- 
gestions. The patient indicated a stubborn 
insistence on getting her own way, albeit 
with a smile; in fact, whenever she had 
anything troublesome to report, she did 
it with a laugh. The therapist dealt with 
this in three different ways: Sometimes 
he joined in the laugh with her—for ex- 
ample, at some of her humorously hostile 
remarks about her previous therapy; at 
other times he pushed her to admit her 
underlying despair; and at other times he 
simply reflected her statements back to 
her. 

Beginning in the second hour the ther- 
apist assumed much more the classical 
analytic attitude. This is shown by the 
total number of remarks by patient and 
therapist, now 82 as compared with 210 
in the first hour. He tended to be more 
active at the beginning and end of the 
hour and silent during the central portion, 
when the patient was usually giving his- 
tory. Occasionally he would ask a factual 
question which would encourage her to 
go on with the historical material. He 
made few comments on this material, 
occasionally relating it to things he saw 
going on between himself and the patient. 

In general, the therapist’s attention 
and activity were focused on, first, urging 
the desirability of greater and greater 
freedom of expression without critical self- 
judgment; second, endeavoring to relate 
feelings expressed in more general terms 
to her attitudes toward him—particularly 
hostile feelings and fears of hurting 
others; and third, trying to get a fee set 
and payment arrangements made. 

The beginnings and endings differ from 
the central part of these hours. The be- 
ginning usually sees the patient tense, 
uncomfortable, and afraid she cannot 
think of anything to talk about. She 
presses the therapist vigorously to tell 
her what to talk about, a pressure he re- 
sists with his advice to say what comes 
to mind. First she asks questions, then 
complains of how miserable she feels, and 
finally threatens to fall silent. Usually, 
however, as the therapist remains im- 
perturbable, the tension is relieved with a 
joke, and the patient relaxes and goes on 


with her associations. The therapist is 
not completely silent and withholding, and 
is generally quite graceful in turning the 
initiative back to the patient. 

The interchanges at the ends of the 
hours are equally interesting. The patient 
by then is usually more relaxed. With her 
greater ease she tends to become more 
expressive, is both playful and teasing at 
times and also more personal, commenting 
on the therapist’s appearance or the office, 
asking personal questions, and making 
mildly hostile and humorous remarks. 
She more frequently gets a response from 
the therapist now—especially if she asks 
her question or makes her comment as 
she is getting up to go. She customarily 
leaves with a breezy remark. Typical is, 
“We're off with a smile—good-by.” 

Looking at the hours in terms of the 
therapist’s responsiveness to the patient’s 
pressures, one sees a parallel between the 
degree of anxiousness she displays and 
the amount of responsiveness on his part. 
The more anxious hours have more inter- 
changes in them. While he does not pro- 
vide her with direct comfort or reassur- 
ance, he does offer a variety of reflective 
or interpretive comments, or a factual 
question to focus on, which give her a 
guideline and a sense of having a helper in 
him. 

Turning from a consideration of the pa- 
tient’s pressures on the therapist to look 
at the therapist’s pressures on the patient, 
we were able, without too much doubt of 
our judgment, to classify 65 percent of his 
remarks into four groups: (1) reflecting 
comments which fit into her mood or what 
she was saying as a sort of confirmation 
or echo; (2) simple questions asking for 
factual information, fitting into the con- 
text of what she was saying; (3) questions 
carrying some interpretive meaning; and 
(4) direct interpretive remarks. 

We then looked at the patient’s re- 
sponses to these various types of utter- 
ance. We classified them into two kinds: 
those which were ongoing, nondefensive 
continuations of communication, and 
those which were either defensive, con- 
fused, hostile, or otherwise disruptive. 
To reflective comments there were only 
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7 percent of disruptive responses; to fac- 
tual questions, 22 percent; to interpretive 
questions, 60 percent; and to interpretive 
remarks, 67 percent. We shall see later 
that despite the disruptive nature of many 
of these responses to interpretive remarks, 
they appeared to set the tone for the pa- 
tient’s later productions. Yet it is re- 
vealing about the personality make-up of 
this patient to see how sensitive she is to 
any hint of pressure. This fits in with the 
more general impression of her derived 
from her descriptions of her fear and dis- 
like of authority. 

Turning now to the historical material 
which emerged largely during the central 
portion of the hours, we find the patient 
first recounting her claustrophobic symp- 
toms. She is afraid of a black-out, she is 
afraid of being seen in a helpless state, 
she is particularly afraid of policemen, 
and she is afraid of hurting people’s feel- 
ings or expressing anger in any way. She 
worries about other people dying, and 
about why she does not believe in God. 
As the hours continue, she tells of an 
emotionally and economically deprived 
childhood. Her father died when she was 
six, and subsequently her mother had to 
support the three children. She felt neg- 
lected—often with shabby or not-too- 
clean clothes. Her uncle with his two 
children lived near by, in much better 
circumstances; in fact, her mother worked 
for the uncle after she was widowed. De- 
spite his kindness, the patient felt dis- 
tant from him and uncomfortable in his 
presence, and she regarded his children 
as spoiled brats. She can see now how 
envious she was of them, and of everyone 
who seemed to her more fortunate. Later 
her elder sister, a diabetic, died, and her 
best friend moved away. It seemed to her 
that she was always deserted by those 
she loved, and in some vague way she felt 
responsible. 

After finishing school, she went to work 
in a hospital. She speaks of how she hated 
the doctors for their smug assumption of 
superiority and then of how aloof and 
suspicious she had always been toward 
authority, whether teachers or bosses, and 
this in spite of the fact that they gener- 


ally complimented her and liked her. 
People usually seek her out, but she does 
not understand why they are so friendly; 
this seems to be tied up with a feeling that 
she cannot compete with them, whether 
in physical attractiveness or in material 
possessions. She cannot, therefore, see 
what they could find to value in her. She 
feels inwardly aloof even from those sup- 
posed to be her most intimate friends. At 
times she wonders if she even feels close 
to her children. She regards her mother 
as a wonderful woman, who single-hand- 
edly supported and raised the girls and 
who was too proud to complain or ask for 
help. She feels she ought to be as efficient 
as her mother in working and accomplish- 
ing things. She is unable to relax or rest, 
feels she doesn’t know what her own goals 
are, and that her loyalties are divided; 
she doesn’t know whether she should play 
a man’s role or a woman’s, since her 
mother took both. 

Following an uncertain and strained 
beginning, in the first three hours, the 
patient became more comfortable, and the 
material summarized above emerged in a 
quite well-organized way, with some use- 
ful self-reflective comments, as, for in- 
stance, observations on her feeling of 
envy and her resentment that she and her 
husband were still financially hard- 
pressed. She then began a series of com- 
plaints about how hard her life was, how 
nervous and tense she was, and so forth. 
At this point in the eighth hour, the ther- 
apist again raised the still unsettled ques- 
tion of payment. We were puzzled about 
the timing of his question. Since we ob- 
served that the patient did not seem to be 
moving forward, but rather was going 
around in a circle of complaints, we as- 
sumed that the therapist concluded that 
nothing much was happening and that he 
might, therefore, seize the opportunity 
to get the business settled. The patient 
reacted anxiously; she became verbose, 
scattered, and apologetic, and she tried to 
get the therapist to set a fee for treatment. 
He urged her to decide what she could pay 
and arrange to donate that amount to the 
Patients’ Welfare Fund of the Clinical 
Center. The patient was obviously con- 





RESEARCH IN PSYCHOTHERAPY 


57 





cerned that she would suggest too little 
for his approval, the real situation being 
that she could hardly afford anything. 
The question was left unsettled for the 
patient to think over once more, and in 
the final phase of the hour she became 
angry and attacked the therapist for not 
answering her questions. 

We were quite impressed with the ninth 
hour, which occurred on the Monday fol- 
lowing the anxious interchange about pay- 
ment. While the patient was obviously 
extremely tense—more so than for sev- 
eral hours preceding—she gave a rich 
picture of important dynamic patterns 
which contrasted strikingly with her pres- 
entation of herself in earlier, similarly 
tense hours. 

We will list some of the features of the 
hour: 


(1) There was much more spontaneity 
and even some free association, indicat- 
ing, among other things, that the patient 
felt a degree of security and trust in the 
therapist, enabling her to gripe at him a 
good deal, and that her modes of interac- 
tion were not rigid and fixed, but showed 
some flexibility and plasticity, without 
which change would not be possible. 

(2) In the early hours the patient’s 
ambivalence about treatment had been 
implicit. In this hour it was explicitly 
described with some eloquence and detail, 
although she still fell short of identifying 
it clearly as a problem. 

(3) Closely interwoven with expres- 
sions of her ambivalence concerning psy- 
chotherapy were descriptions of a variety 
of defenses which served to rationalize 
the avoided conflict, and in some instances 
they seemed to point to avoided impulses. 
The very juxtaposition of these seemed 
to indicate not only the nature of these 
defenses, but also the strong possibility 
that insights concerning them were near 
the focus of attention. 

(4) This ebb and flow proceeded 
swimmingly as long as the patient acted 
in the mode of participant observer, as if 
she were sitting next to the therapist re- 
porting about thoughts, impulses, and af- 
fects which had occurred to another per- 
son outside the hour. When these 


thoughts, impulses, and affects occurred in 
the here and now, however, there was a 
marked break in communication. 

(5) Some impressive low-level insights 
were reported regarding her attitudes to- 
ward herself and to a lesser extent con- 
cerning her interactions with others. 

At another level, the entire hour could 
be interpreted as a statement about the 
patient’s perception of the relationship to 
date. She had come to the analyst re- 
lieved and hopeful; at last she had found 
“someone who cared”; and at first he was 
warm, friendly, and responsive. But then 
he became withdrawn, did not answer 
questions, did not even laugh at her 
jokes, and did not reassure her when she 
spoke of her irritability and her heavy 
burdens. She knew he was attentive to 
what she said, but did he really care? Was 
he going to be as warm and friendly as he 
had at first appeared? Was it her fault 
that he had changed? 

The tenth hour saw the resolution of 
much of the tension aroused in the eighth 
and reacted to in the ninth. The patient 
came in cheerfully and offered the thera- 


pist a check. She was frank about what 
she could pay, and her proposal was ac- 
cepted by him. She reported that she felt 
better today but that she had a “most 


horrible headache.” She attributed the 
headache to eyestrain and then explained 
her feeling of well-being as due to the fine 
weather. She rejected the therapist’s sug- 
gestion that she might feel better because 
the question of payment was settled, and 
said that, indeed, she felt very unhappy 
because she could not pay more. She 
spoke of her pride in being generous and 
not taking favors, and related this to her 
mother’s pride in standing on her own. 
After this massive denial of any relation- 
ship between her feelings and what had 
gone on in the hours, she revised what 
she had said in the previous hour about 
disliking herself for being immature, and 
said that on further thought she realized 
that most people were a bit immature and 
her trouble was being more worried about 
immaturity than most people. Later she 
said, “Whether I’m holding something 
back subconsciously, I don’t know— 
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maybe I’ve learned to shut out the things 
that go on inside—maybe that’s why I 
am so nervous.” 

We were impressed by the great ad- 
justive effort the patient made in being 
frank with the therapist about monty, also 
by the consequences in terms of hea:/ache, 
and then by the verbal denial that her 
reactions were related to the therapy. 
Had the hour ended here, we could have 
said that her adaptation to reality was 
being paid for by a neurotic symptom. 
But she went on to make a very insightful 
statement—that her nervousness had to 
do with shutting things out. We then 
have to look at this whole interaction in 
terms of advances and retreats, a balance 
between moving ahead and further de- 
fensiveness. 

In looking back on these ten hours, par- 
ticularly in contrasting them with the 
theory of therapy as developed by Rogers, 
one is impressed by the fact that psycho- 
analytic technique does more than facili- 
tate, it actually forces regression, putting 
the patient in the position of a novice 
who has bungled life’s opportunities vis- 
a-vis an experienced and_ successful 
master. In the “nondirective” interview 
Rogers reflects back those clients’ state- 
ments which have affect content and in- 
dicates by his identification of the pa- 
tient’s feelings an acceptance which often 
extends almost to a sharing of them. In 
the films of Rogers which we saw, this 
seemed to have the effect of justifying 
these feelings, of minimizing the patient’s 
guilt concerning them. 

In our special study the patient comes 
to a National Institute, which is a super- 
colossal symbol of the might and power 
of medicine—a conception which can be 
exceeded only slightly by the infant’s 
fantasy of parental omnipotence. Here, 
after a few minutes of almost casual in- 
terchange, the therapist’s first goal-di- 
rected remark—which he repeats four 
times—is to this effect: “You say that you 
come seeking my help, but you really 
don’t believe I know enough or am strong 
enough to help you.” A few minutes later 
he remains silent when she asks him, 
“Are you the one I’m supposed to tell all 


my feelings to?”—on the surface an odd 
question, but perhaps understandable 
since in the week just passed she’s already 
seen the analyst and Dr. M. Cohen to- 
gether for an intake interview, a psychol- 
ogist for a battery of personality tests, 
and an internist for a complete physical 
examination, she is scheduled for X-ray 
and other laboratory studies, and she 
doesn’t yet know just what the research 
consists of. Then, later, as she talks about 
how she gets very angry at people but 
can’t reveal her feelings to them, the 
analyst comments, “No doubt the same 
thing will happen with me.” And in the 
second hour, after she has spoken unin+ 
terruptedly for 40 minutes about her chil- 
dren, describing them and her attitudes 
toward them in interesting detail, he asks 
whether she’s felt any tenseness while 
speaking. When she says she has, he ob- 
serves that she did not mention this and 
makes no comment whatsoever on her 
lengthy discourse. 

In subsequent hours, but mostly when 
she is describing unpleasant feelings 
rather than conventionally acceptable 
ones, he sometimes indicates that these 
feelings, too, will probably be expressed 
toward him. Many of her questions go 
unanswered. There have been reflective 
and generally supportive statements, too, 
of course, and the frequent reiteration of 
the analytic rule. Certainly just as much 
as the client is accepted by Rogers, the 
patient is accepted by the analyst, but as 
she says in the ninth hour, 


When I came here I thought I was a pretty 
good guy .... but coming here has made me 
dislike myself more .... whether I’m doing 
it openly rather than subconsciously, I don’t 
know .... but in a week and a half, the dif- 
ferent attitude that I feel! 


In the earlier hours the patient does 
make some protest about the analytic 
technique—“You must go home at night 
feeling smug and self-satisfied,” and “You 
treat me as if I were a baby.” The analyst 
responds, “You’re feeling annoyed with 
me,” to which the patient reacts by begin- 
ning to qualify and blunt her anger; she 
doesn’t know why she feels so, is so glad 
to be getting treatment, hopes the analyst 
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will have a good week end, says “God 
bless you” when he sneezes, and leaves 
the hour with a smile and with a dizzy 
headache as well. 

By the end of the tenth hour, content- 
wise, there were a number of low-level 
but nevertheless seemingly significant in- 
sight-type statements. These included: 
Ambivalence about treatment; feelings of 
dislike of self; envy of those who were 
more fortunate than she; guilt over hostile 
feelings; fear and guilt in the presence 
of real and symbolic representations of 
authority figures; recognition that her 
loneliness was due to an internal barrier 
erected against friendly advances by 
others, coupled with the trait of simulat- 
ing socially-esteemed attitudes which 
were not experienced inwardly; a tenta- 
tive formulation of these tendencies as 
related to the experience of having had 
loved ones die or leave her, accompanied 
by a belief that this might be due either 
to something lacking or something evil 
within herself. 

We called these “insight-type” state- 
ments because there was usually an out 
—a “maybe” or some other qualification, 
or a neutralization by stating the oppo- 
site—and also because the content did not 
seem to be the center of attention. Some- 
times they appeared as self-accusatory 
responses to the therapist’s comments. 
The patient seemingly was being bad in 
order to be good. These insights occurred 
mainly as revelations of some fault or bad 
attitude. At this early point in the rela- 
tionship, the psychoanalytic atmosphere 
as a general thing tended to accentuate the 
negative. For example, the patient says 
(we are here compressing a much longer 
statement): 


I wonder whether it’s worse to come or 
whether to stay home when I feel better at 
home, but, ah. ... I guess it’s not true, I 
really don’t feel better at home or I wouldn’t 
have started coming in the first place.... of 
course [the tension] might also be due to rush- 
ing around in the morning, but that’s not it. 
I’m all right when I’m rushing. . . . It’s just 
getting in the car and coming here.... I 
hate to drive back, too. ... I’m all right as 
soon as I get inside the house, then I feel 
better. 


The patient has come full circle and seems 
to feel frustrated and foolish. The ther- 
apist makes no comment on this attitude. 

What we have tried to convey is how 
the analytic situation facilitates this re- 
action. Certainly by the end of the first 
few hours, if not within the first minutes 
of the first hour, the choice was made, 
whether witting or unwitting, which ap- 
pears to have evoked these aspects of the 
patient’s personality which have been de- 
scribed. To use the last circular statement 
to illustrate a different approach, the com- 
ment could have been made that the pa- 
tient had discovered the very important 
fact that she was trying to move in sev- 
eral different directions at once, so it was 
no wonder that she had not achieved her 
goals; and if the emphasis had then been 
thrown on her discovery of one episode 
of ambivalence after another, she might 
for a time have increased her feelings of 
competence by discovering her incompe- 
tence, as it were. However, analytic 
theory is committed to the course of 
fostering the regression, and if the analyst 
in this case consistently maintains his 
position of not gratifying the patient’s 
wishes which are symbolized in her search 
for someone who cares, one can expect 
that the resulting anxiety will at first be 
defended against by denial, by somatiza- 
tion, by self-blame and depression, and by 
threats of breaking off treatment, and that 
finally rage and hostility oward the ana- 
lyst will be openly expressed before the 
basic impulse is disclosed. All these de- 
fenses, and more, have already made 
brief appearances on the scene. 


Part of our study plan is naturalistic. 
We expect to follow the hours, to check 
on the therapist’s interventions, to ask 


the questions: What are the circum- 
stances under which new material is in- 
troduced? Is the patient offered a choice, 
or are the self-critical attitudes rein- 
forced? What are the characteristics and 
effects of ego-dystonic versus ego-syntonic 
interpretations? What are the qualities 
of the ‘regressive relationship’? And, 
particularly, how is it transformed into 
a more mature one? Having been indoc- 
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trinated, it is true that we cannot func- 
tion as naive observers, but we hope to 
remain as close to an operational and de- 
scriptive level as possible in our organiza- 
tion of the data. 

It seems to us that just as these re- 
cordings reveal the influence of the ana- 
lyst’s interventions on the freedom of the 
patient’s free associations, they also in- 
dicate that “making the unconscious con- 
scious” can represent only a part of the 
analyst’s task. It may be true that this 
is the unique contribution he has to offer, 
adding these bits of information to the 
great store alre:dy available to the actors 
in the therapeutic field. But we have be- 
come increasingly impressed with the im- 
portance of what is generally regarded 
as a lower order of skill—namely, clarifi- 
cation, the attempt to organize in a new 
way the great mass of information which, 
if its verbalization can be taken as an ac- 
ceptable criterion, is readily accessible. 

In the example already referred to in 
which the patient gave a psychologically 
rich picture of her children, she left the 
hour feeling discouraged and inadequate 
because of the therapist’s comment that 
she had not reported also her concomitant 
feelings of tension. For the time being 
the content of the hour was ignored. 
Similarly, in the hour which Will and R. 
Cohen reported,?* with the advantage of 
hindsight, we found indications of ma- 
terial which later assumed importance, 
but which was passed over at the time. 
The analyst must make instantaneous de- 
cisions as to how he will select from, and 
respond to, the patient’s productions; the 
general rules of analytic technique, com- 
bined with a certain trust that analysts 
come to place in their own impulses, rep- 
resent the best available formulations for 
use on the firing line, but much that could 
be of significance is necessarily ignored. 

As a by-product of our main interest, 
we have found ourselves wondering 
whether it really must take hundreds of 
hours to acquire the insights which are 
the basis or accompaniment of useful 
change. If we could set aside for the mo- 
ment the arguments which support the 


18 See footnote 8. 


classical psychoanalytic position, we 
should like to raise the question as to 
whether more effective use might not be 
made of the very considerable amount of 
information which is available in the early 
hours. If we accept as a fact that there is 
an information overload, classical analy- 
sis deals with this by increasing the over- 
load and working over the material until 
it is organized in the pattern that has come 
to be accepted as truth. We would urge 
the desirability of more experimentation 
in therapeutic techniques by analysts 
who, by virtue of their devotion to psycho- 
therapy, have a greater apperceptive mass 
of information in this area than do most 
others. One example is Renneker’s re- 
port at the 1960 annual meeting of the 
American Psychoanalytic Association, in 
which he described the regular use of a 
recording machine which might be played 
back by the patient or himself whenever 
either felt it might be useful.1® It seems 
to us that this is not psychoanalysis in 
the sense of our early definition of the 
term, in that the freedom of either party 
to use the machine would almost certainly 
interfere with the development of a re- 
gressive transference neurosis. On the 
other hand, it would not necessarily in- 
terfere with bringing some of the content 
of the unconscious into awareness. We 
have not described it in this report, but 
even in the brief psychotherapy which 
we studied there appeared to be early 
evidences of the return of the repressed. 
It would be of considerable theoretical 
interest to contrast the results of such a 
therapeutic approach with classical psy- 
choanalysis. 

We ourselves are contemplating a vari- 
ation of what was attempted and then ap- 
parently discarded (without publication 
of the reasons therefor) by workers at the 
Chicago Psychoanalytic Institute in their 
study of brief psychotherapy.*® We think 
that it might be interesting to carry on 
therapy at the rate of one hour per week, 
and to have each interview intensively 
studied by a group, including the thera- 


% See footnote 15. 

* Franz Alexander, Thomas M. French, and others, 
Psychoanalytic Therapy: Principles and Application; 
New York, Ronald, 1946. 
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pist in this instance, so as to get the maxi- 
mum amount of information before the 
succeeding interview. In some instances 
the patient might be encouraged to listen 
back by himself. This procedure might en- 
able the therapist, within limits, to plan 
interventions in a more consistent and 
systematic fashion than is possible in the 
conventional analytic situation. We rec- 
ognize, of course, that there is a gap be- 
tween the accurate diagnosis of dynamic 
personality patterns and the capacity to 
influence their change in a favorable di- 
rection. However, for the price of sacri- 
ficing some of the therapist’s spontaneity, 
one could gain in the internal consistency 
of interventions—and by cutting down 
the frequency of sessions and the sheer 
mass of information one could enable the 
therapist and patient to deal with the 
material nearer the time of its appearance 
rather than months or years later. This 
would be one way of testing experimen- 
tally whether a reorganization of con- 
scious data and of insights, some of which 
might have been developed largely out- 
side the transference relationship, can 


also bring about structural change. 


SUMMARY 


Our methods of analyzing the data ob- 
tained from sound movies are still quite 
imperfect and, furthermore, there is still 
a large gap between the holistic clinical 
approach and the molecular approaches of 
linguistics and kinesics. As we have de- 
scribed, we scrutinized the first ten hours 
of treatment by breaking the material 
down into interchanges, and studied them 
from a number of points of view, includ- 


ing the actual historical material brought 
forth, the development of the relationship 
between patient and therapist, the effect 
of various types of behavior of each upon 
the other, and the effects of the psycho- 
analytic approach on the structure and 
meaning of the therapeutic relationship. 
We found that the level of anxiety in the 
patient was paralleled by the degree of re- 
sponsiveness in the therapist. We also 
found that the patient’s responses to the 
therapist were meaningfully related to the 
kind of communication he made, in terms 
of the degree to which they accepted or 
attacked his defenses. We have described 
the way in which the relatively passive 
and nonindulgent attitude of the thera- 
pist encouraged regression, brought the 
patient face to face with both her inade- 
quacies and defenses, increased her anx- 
iety, and promoted the development of 
some low-level insights. 

We were impressed by the great 
amount of information given by the pa- 
tient during the early hours, and the 
striking contrast between this and the 
amount of use which could be made of it 
therapeutically. Further experimentation 
with a variety of treatment approaches is 
suggested in order to make greater use of 
some portion of this communication over- 
load. We suggest that the therapist, him- 
self, might profit from and make signifi- 
cant changes in his technique if he had 
the opportunity to study recordings of his 
treatment hours. 
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Case Report of an Obsessional Patient 
Clarence G. Schulz * 


ERHAPS the term obsessional in the title of this paper should be in quotation 

marks, for of the many aspects of the case I am about to report, the one that I 
shall focus on here will be the variety of symptoms which this patient showed during 
her psychotherapy. It is not at all unusual for other clinical symptoms to appear in 
conjunction with obsessive-compulsive reactions. For example, Stengel discusses the 
relationship between depression and obsessive-compulsive symptoms; Gordon cites 
cases linking obsessions with psychoses;? and Pious reports the case of a patient 
initially diagnosed as obsessive-compulsive who showed schizophrenic manifestations 
during psychotherapy and who used obsessions to maintain contact with reality. 
Sullivan in particular discusses the relationship between obsessions and schizophrenia 


in his Clinical Studies.* 


In this report, I hope to demonstrate a 
regressive shift in defenses from an initial 
obsessive-compulsive reaction to a depres- 
sive position, and finally to a paranoid 
position. I shall return to comment on 
this regression after the clinical presenta- 
tion. 


The patient was a housewife in her late 
twenties. Following the birth of her sec- 
ond child, seven months prior to her ad- 
mission to Chestnut Lodge, she experi- 
enced an aggravation of symptoms which 
had been present since she was sixteen 
years old. She cried a great deal; she felt 
constantly endangered by various physical 
things—for instance, she was afraid that 
a chip of glass might come off a goblet as 
she drank, and she noticed a thumping in 
her chest and thought that she might have 
heart trouble. She was also plagued with 
the fear that she might stab her husband 
during the night, and attempted to pre- 
vent this by hiding the butcher knife from 
herself. Primarily because of her depres- 
sion she was placed in a general hospital 


three weeks after her daughter’s birth. 
She remained there for three weeks and 
received six electroshock treatments. 
Upon discharge she appeared less de- 
pressed but continued to worry about her 
health and had difficulty sleeping. Her 
obsessive preoccupations continued, and 
thoughts kept recurring such as, “Please 
God, make it all right.” A thorough 
check-up led to the diagnosis of an obses- 
sive-compulsive state and the recommen- 
dation of analytic treatment at Chestnut 
Lodge. 

She herself made the arrangements for 
admission, and, upon her arrival, she pre- 
sented the appearance of a very well 
groomed person with no outward mani- 
festations of illness. While she had a 
rather large frame, she was not obese. Her 
hair and clothing were neat. She was 
polite, formal, distant, and rather wooden 
in appearance. 

In relating her history, she described 
her father as an awkward, slow-witted, 
“vague” sort of person who lavished toys 
on her but was unaffectionate. As an ex- 
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ample of his absent-mindedness, she said 
that when he came out of a store or movie, 
he would be unable to remember where 
he had left the car, and someone else 
would have to find it for him. His work 
necessitated his being away from home for 
several days out of each week. However, 
her disparaging picture of him as incom- 
petent was inconsistent with the fact that 
he had held a job as an auditor for years. 

She described her mother in much more 
definite and vehement terms. The pa- 
tient’s hostility toward her mother was 
quite apparent in her tone of voice, which 
she often altered in a mocking imitation 
of her mother’s voice. The mother “ruled 
the roost,” since the father was away most 
of the time. She was miserable, unhappy, 
and “lived off of criticism and gossip.” 
She assumed an attitude of martyrdom be- 
cause of the responsibility she took for 
two male members of her own family who 
had alcohol and drug addiction problems. 

The patient was the first born and larger 
of twin girls. She continued to be the 
more advanced of the two. She slept in 
her maternal grandmother’s room, and 
her twin slept in the parents’ bedroom. 

When they were three and a half, her 
twin sister was tragically killed. One day 
as the whole family was returning from 
shopping, the father had gone out into the 
street to retrieve a block of ice which had 
fallen from the running board as the 
mother turned the car into the driveway. 
The girls ran after their father. The pa- 
tient reached him, but her sister was 
struck and killed by another car. The 
grandmother biamed the father for the 
accident. The mother later told the patient 
that she had asked, after her sister’s 
death, “Are you my mother now?” The 
mother and the patient visited the grave 
every day for years, the patient occupying 
herself by talking to a statue of an angel 
as her mother grieved. The mother called 
the driver a murderer every time she saw 
him, as she did occasionally in the small 
town where they lived. 

Following this accident the patient was 
taken to and from school every day, and 
she was not allowed to cross the street 
alone until she was twelve. Friends of 


her own age were asked to look after her 
and her possessions. All of this was ex- 
tremely humiliating to the patient, but 
there was no indication that she made any 
outward opposition to it. 

According to the patient, her mother 
put on a display of affection and called 
her “Darling” in front of other people, but 
changed noticeably when the two were 
alone. The patient was quite attached to 
her grandmother. She was afraid to sleep 
alone and was frequently rocked to sleep 
in her grandmother’s arms. The grand- 
mother died shortly before the patient’s 
admission to Chestnut Lodge, but there 
was a remarkable absence of grief at the 
time. 

When the patient was about eight, her 
mother tried to commit suicide. She took 
the child into her arms on the bed and 
told her that she had taken an overdose 
of sedatives. The patient broke away and 
alerted her grandmother, who called a doc- 
tor, and the mother’s life was saved. 

The patient did well in school until the 
end of her tenth grade, at which time her 
mother’s interest in her school work 
shifted to her dating. After each date her 
mother would pump her for details. The 
patient’s compulsive rituals, such as 
counting posts, looking for exit signs in 
movies, and searching for the center of 
wallpaper patterns began around the age 
of sixteen. 

After spending a disinterested year in 
college, she went to secretarial school. 
She dated a number of fellows she met at 
work, but she had numerous difficulties in 
her relationships with men. She married 
a man who was under considerable domi- 
nation by his father. 

Shortly after the marriage a doctor told 
her that she had a heart murmur and ad- 
vised her to have no pregnancies. Further 
examinations showed that this was only 
a functional murmur; but despite repeated 
reassurances, she continued to be con- 
cerned about her heart. Her first child 
was born without complications. She was 
disappointed that the baby was a boy, 
since she had looked forward to having a 
girl and naming her after her dead sister, 
as a repayment to her mother. During the 
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second pregnancy, her husband made nu- 
merous disparaging remarks about her 
pregnant appearance, and he was even 
more unsympathetic and impatient than 
usual about her worries as to her physical 
condition. Following the delivery he laid 
down the law to her, declaring that there 
was to be no more concern about her heart 
or any other symptoms. 

In the beginning hours of psycho- 
therapy she complained about her hus- 
band’s lack of sympathy, and she also said 
that he was forgetful, slow-talking, and 
awkward, reminding her in all of these 
ways of her father. She spoke of herself 
as giving a good outward impression and 
wondered if she were sick enough to be 
at the Lodge; at the same time she said 
that she felt mixed up inwardly, and she 
seemed to want me to know that she was 
sicker than she appeared. At this time her 
phobic symptoms were prominent. She 
was concerned that she might be harmed 
by the insecticide spray she saw on a lawn 
bench, and she thought that she should 
not go barefooted in her room because her 
closet had been sprayed with insecticide. 

The patient repeatedly derogated her- 
self for having hateful feelings and for 
thinking “silly” and “foolish” thoughts, 
although she did not specify what these 
thoughts were. She also stressed that she 
was no good and again seemed to want me 
to know that she was sicker than she ap- 
peared. During one hour at this time she 
said that she might not have enough in- 
telligence for this treatment. Immediately 
after this statement, she began noticing 
dots on the wallpaper. On being asked 
when she had first done this, she definitely 
placed the first time as following a date at 
sixteen with a boy she had very much 
wanted to hold on to. While she was 
thinking about this, things had begun to 
occur to her in threes in a repetitive way, 
and she had begun to look for groups of 
three in the wallpaper pattern. 

By the end of the first week of hospitali- 
zation she was asking me for relief from 
her thoughts. She had slept little for three 
nights. Over the week end she had had a 
nightmare in which she thought a man 
was going to stab her and she also felt 


something pressing on her stomach. Upon 
awakening from this nightmare she was 
afraid to turn on the light, and she thought 
something would grab her arms or legs if 
they extended beyond the edge of the bed 
—a fear she had had since childhood. She 
recalled how afraid of the dark she had 
been as a child and how she would jump 
fearfully into bed. She had felt better go- 
ing to sleep in her grandmother’s arms. 
She cried a bit during the hour when she 
spoke of the thoughts bothering her, and 
she was quite frank in saying that she was 
trying to resist change and would try not 
to hear what I said. 

Gradually we saw what a troubled life 
she was leading. For instance, she was 
afraid that she would get syphilis from a 
Negro man’s spit, or that she would get 
rheumatic fever from some boys playing 
nearby or from a fly flying above her lime- 
ade. I learned that she did have moments 
of comfort and relaxation, and I tried to 
alert her to notice what interrupted these 
moments—to focus on the sequence of 
events preceding the appearance of her 
fears or compulsions. The following is an 
example of such a sequence. She became 
angry when the patient in the next room 
awakened her at 11:30 p.m. to find out if 
she were sleepy, and she had considerable 
difficulty going back to sleep. The next 
day she was concerned about her heart 
and was afraid she would catch syphilis 
from the other patient, who shared her 
bathroom. However, “to be polite” she in- 
vited the other patient to the movies, al- 
though she didn’t want her along. She 
said that she felt afraid of criticism from 
others or of doing something contrary to 
their wishes. “I believe I really don’t like 
people, although I try to make them like 
me.” She felt that her mother was overly 
concerned about her welfare, yet at the 
same time that her mother didn’t care 
about her at all. She again said that she 
didn’t want me to change her. 

In an hour two weeks after the begin- 
ning of therapy, she gave vent to a con- 
siderable amount of hostile feeling against 
her mother. She said that she was like 
her mother and felt like killing herself. 
Shortly after this, she spoke of seeing me 





CASE REPORT OF AN OBSESSIONAL PATIENT 65 





everywhere, as if I were spying on her, 
and she felt that she was holding back 
something. Her associations led to her 
mother, who would listen in when her 
dates called on her, and who snooped into 
other people’s luggage. In this same hour 
she said that I should be despising her for 
her thoughts and feelings. She was sur- 
prised that I was not disapproving—at 
least not “outwardly”—by which she sug- 
gested that I actually did disapprove but 
did not let it show. When she described 
how she would have her husband assume 
the blame when they arrived late to social 
engagements, I commented that she was 
not so passive with him. She was relieved 
at this, for she described herself as a 
“schemer” and “very aggressive,” and she 
thought that I might have gotten the 
wrong impression of her. 

In the next hour she told how she had 
to be “tough” in front of another patient, 
who would otherwise regard her as a sissy. 
On the other hand, she felt guilty when, 
in playing a game with the other patient, 
she made successful moves. Soon after 
reporting this, she paused and then said 
she could punch out the window and slap 
somebody’s face. A period of silence fol- 
lowed, and then she wondered why she 
had these “crazy” thoughts. I asked if she 
wanted to slap me. She smiled and re- 
plied that she had thought your face but 
hadn’t wanted to tell me that, because she 
really didn’t want to hurt me. 

All through this period she expressed 
fears about her heart and about glass. She 
thought that the clinical administrative 
physician had written to her husband that 
she had leukemia and would not recover, 
and that her son had polio but that she 
had not been told about it. Following an 
hour in which she had quite openly talked 
about her affection for a former boy 
friend and also expressed some death 
wishes toward her husband, she felt quite 
upset. She said that she had thought 
about the hour afterwards, but then 
quickly added, “No, I didn’t think about it, 
I thought about glass.” She seemed em- 
barrassed about showing emotion and 
commented, “It makes you weak. Some- 
one can hurt you.” She then showed signs 


of being quite wrought up. Long gaps kept 
occurring in her speech, broken by brief, 
fragmentary phrases such as, “Well, 
maybe,” “No, it wasn’t that,” “That’s fool- 
ish,” and “I don’t want to think about it.” 
When I dealt with these interrupted asso- 
ciations as an evasion, she said that she 
was trying to torture herself. As a child 
she had thought she would like to be dead. 
“Then they would love me. They would 
feel sorry.” She thought of her sister in 
the coffin, and after this she thought of her 
husband and his not wanting a tie she had 
given him. “I could choke him with it.” 
Then she thought of suicide and how it 
would make him feel sorry. 

In the next hour she was cold and for- 
mal and expressed regret over her show 
of emotion, saying that she might just 
have been trying to get my sympathy. She 
said she didn’t like the way the other pa- 
tients in the dining room criticized their 
doctors. She thought the doctors were 
doing their best to help, and she wanted 
me to know that if she should ever talk 
against me, she apologized ahead of time. 
Between hours she avoided me on the 
grounds of the hospital, although she said 
that I was in her thoughts all day long. 

Hight weeks after starting therapy she 
expressed fear of her hours. She thought 
that she would lose control and become 
insane. I took this as an indication of dis- 
trust of me. She said that she hadn’t 
liked me at first, and she had hoped I 
would trip over my dignity. Now she 
found that she was liking me, and that 
wasn’t a good idea. 

Two months after her admission she be- 
came an outpatient for the first time, tak- 
ing a furnished room. She suggested to 
the landlady that a glass top be placed on 
the beautiful mahogany chest in her room 
in order to avoid scratching it. At the 
same time she had the thought that she 
would like to take a hatchet to it. When 
I pointed out the dual aspect of her 
thoughts, she commented that maybe she 
was so careful of herself, physically, be- 
cause she wanted to destroy herself. 

Until this time she had been using the 
couch. She now sat up, allegedly out of 
concern that she was becoming “depend- 
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ent” on me and the analysis. Recently she 
had been thinking of me as a “nice per- 
son,” and that was wrong; instead she 
should think of me as a doctor. She men- 
tioned another doctor with whom it might 
be easier to talk, because she didn’t like 
him and wouldn’t mind saying things 
against him. She expressed the desire to 
change therapists. She said that when she 
saw me she felt foolish and guilty—‘It 
may have to do with sex.” She also said 
that the idea had occurred to her that I 
might leave the hospital staff, and that she 
wanted to leave me first. She told of being 
afraid that her father and her husband 
would reject her. During this discussion 
she repeatedly mentioned thoughts about 
glass. 

As she began having feelings of fond- 
ness toward me she wished that I were a 
machine and not a person. In an hour 
three months after starting therapy she 
was quite angry with me. She described 
how during the previous evening she had 
cursed me again and again. Then her 
anger had stopped, and she had begun to 
think of glass in her teeth, to think that 
analysis wes a fraud and hocus-pocus, and 
to feel that she did not trust anybody. 
After damning me and thinking, “This 
will kill you,” she had heard fire sirens in 
the street and became alarmed that I 
might be burning up. She said that she 
was a fool to have emotions about me and 
preferred to think of me as a voice, a 
machine, or a nothing. Many of her 
thoughts and feelings were eliminated by 
doubting them. She postulated so many 
theories to explain her behavior that in 
the end all of them seemed meaningless, 
and she would then consider them “all 
hogwash.” She used doubt, denial, and 
simultaneously opposite feelings liberally 
to render herself uncertain about every- 
thing. 

On some of the rare occasions when she 
became bold enough to tell another pa- 
tient something personal about herself, 
she discovered that her fears were not so 
unique. For example, she learned that 
another patient had the same fantasy that 
she did—and the same concern over it: 
that her doctor would be assigned as the 


therapist to a new female patient who had 
a visible physical handicap. After report- 
ing this, she went on to speak of her twin 
sister, who had been smaller and weaker 
than herself. 

At this time—five and a half months 
after starting therapy—she said that I 
seemed like two people. In her hours she 
felt afraid of me, whereas outside she had 
a crush on me, which she counteracted by 
feeling angry toward me. Yet angry feel- 
ings were not very acceptable, either. For 
example, after seeing a movie about a 
murderer she became concerned that she 
might murder her husband and children. 
At that point, she noted that the room 
went out of focus—“like a fog.”” She then 
reported an incident in which she was 
quite angry at another patient and then 
began to feel that she, herself, was not 
there or that this really wasn’t she. It 
appeared from these examples that she 
tolerated, in decreasing order of prefer- 
ence, (1) having no feelings, (2) having 
feelings of anger, and (3) having feelings 
of love. 

Much of my effort during this time was 
directed toward pointing out the ways in 
which she avoided having feelings. Prom- 
inent among these ways were counter- 
balancing one feeling with another con- 
tradictory feeling; regarding a feeling as 
silly; thinking it came not from her but 
from someone else; thinking that it was 
not a real feeling but a “transference”; 
forgetting; getting the other person to 
make a decision for her; and concentrating 
on the center of a pattern. 

As far as the transference was con- 
cerned, it appeared to me that she split 
her feelings, directing positive feelings 
toward her grandmother and negative 
feelings toward her mother. Toward her 
mother and me (during the hour) she felt 
afraid, hateful, and hesitant about re- 
vealing her thoughts. Outside the hour 
she found herself thinking of me almost 
constantly in an idealized way, and in her 
associations the person toward whom she 
felt this way most prominently was her 
grandmother. Any imperfections on my 
part, such as making a change in my 
schedule or being unable to help her out 
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of her anxieties, stood in marked contrast 
to the idealized image of me. In one hour, 
when we were able to discuss her desire 
that the other person be perfect and her 
critical feelings about imperfections in 
herself and others, this led to an opening 
up of the expression of dependent feelings 
toward me and fantasies about me—for 
instance, fantasies of my being in her 
room or holding her hand, and sexual 
fantasies which she had had earlier about 
me, but had not mentioned at the time. 

At the end of this hour she felt tired, 
relieved, and grateful to me. In the fol- 
lowing session she presented a marked 
contrast; she was blocked, hated me, and 
was afraid of me. She said, “Today it is 
as if you are a different person again.” 

During the subsequent weeks this alter- 
nation between feeling and no feeling con- 
tinued. Along with this she felt as if she 
were various different people and saw me 
as a “dozen different people.” She had 
many associations of tender experiences 
with her grandmother. She also described 
how she had been moody as a child and 
in this way different from other children, 
and how she had tried to avoid showing 
her feelings in order to keep from being 
hurt. As she put it, by the time she got 
to high schvol she had the concealment 
of feelings down pat. 

This description thus far does not really 
convey the long stretches of bleak, affect- 
less aridity which resulted from the ef- 
fectiveness of the patient’s defenses. I 
have reported here the more meaningful 
events which went on in the intervals 
between these defensive operations. 

Eight months after beginning therapy 
she gave more specific examples from her 
past life of her passively dependent and 
self-destructive integration with others. 
She had allowed her family to make many 
decisions for her, such as the choice of a 
college. Because she drove the family car 
in a reckless manner, her mother pre- 
ferred to drive, and the patient would sit 
in the back seat in a dreamlike state. She 
felt as though she had drifted through life 
in the last two years of high school when 
she didn’t study, bluffed her way, and let 
her appearance go down except when 


dating. Many of her efforts were in the 
direction of not letting life “touch” her, 
as she put it. 

At this time in her therapy, the clinical 
administrator felt troubled about her be- 
cause she was not eating well and was not 
giving enough attention to her personal 
grooming. Her passive, helpless position 
with me was expressed in her belief that 
some of her actions were a result of my 
“power” over her—possibly hypnosis. In 
association to this, she told me of how her 
mother had bragged about the “control” 
she had over her. When the patient was 
on the stage in a school play, her mother 
had shaken her head at one point, and the 
patient had responded by avoiding a mis- 
take. 

At this period of the therapy she be- 
came more cognizant of her depressive 
feelings, less ready to deny them or to at- 
tribute them to the effects of sedation. 
She reread some of the quite depressed 
poetry she had written earlier and said it 
really was she who had written it. Prior 
to this she would shove it into the drawer 
and tell herself that she had not written 
it. In her therapy sessions her descrip- 
tions of her depression were mingled with 
expressions of intense anger toward me 
and accusations that I was lying to her 
or doing things to annoy her. 

She would say in one hour that she 
now was in greater turmoil than before, 
yet somehow she felt stronger than when 
she had felt “not there” and untouched by 
things. In the next hour she would report 
feeling more comfortable but somehow 
distant. She felt as if she were talking 
through a cloth which was draped over 
her. She couldn’t stand feeling as angry 
as she had felt previously. One such se- 
quence was followed by an hour in which 
there was a dramatic reliving of the ex- 
perience of the fatal accident. During this 
abreaction she cried, “I didn’t push her,” 
and then ran out of my office to one of the 
hospital wards. After the nurse tele- 
phoned me and I asked her to tell the pa- 
tient to come back, the patient returned 
and spent the remainder of the hour say- 
ing that this upset really hadn’t happened 
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and that she wasn’t here, asking who it 
was who went upstairs, and so on. 

Then in an hour in the eleventh month 
of therapy she spoke of feeling guilty. 
Following this she said she didn’t feel 
anything. The room was fading. Eventu- 
ally she described a movie she had seen 
in which a sex fiend, who didn’t like 
women because he hated his mother, shot 
women. She wondered if she were homo- 
sexual, and said that a previous doctor had 
suggested that she didn’t like men. She 
then went into a trancelike state for about 
twenty minutes, not responding to my 
questions. She came out of this saying, 
“T can speak. I can move.” After the hour 
she went over to one of the patient cot- 
tages and stretched out in a conversion 
state with her eyelids fluttering. She was 
given her supper tray there, and then she 
returned to her rented quarters. The only 
explanation she gave later was that she 
must have wanted attention. 

At the end of the first year she made a 
suicidal attempt by taking an overdose of 
sleeping pills, then calling the hospital to 
say that she was sick and that they should 
send someone for her. A week prior to 
this she had visited her parents for the 
week end and had gotten along quite well, 
finding herself responding with much 
more feeling toward her parents than 
usual. Upon her return she decided that 
she wanted to bring her daughter, now 
one and a half, to live with her. Soon, how- 
ever, she began to feel ambivalent about 
this decision and experienced concern 
about her heart, consulting the internist 
for reassurance. On the evening of the 
attempted suicide she had attended a 
hospital dance where she saw one of my 
other female patients and was both im- 
pressed by what she saw as improvement 
in her and envious of her beauty. She re- 
turned to her room feeling exhausted, and 
then took about one hundred sedative 
capsules, which she had been saving for a 
long time as “a way out.” When read- 
mitted to the hospital, she poured forth 
to the nurse the ideas that she had killed 
her daughter and that she loved her 
doctor, but he was married. 

In the ensuing therapy hours she 


denied saying the things I had learned 
from the nurse and wanted me to forget 
them. After a few days, when transferred 
to a less secure unit, she cut her wrist 
with a broken light bulb and tried to 
smash a mirror. She was returned to the 
disturbed unit. 

During the next two weeks she made 
attempts both to deny and to integrate 
this experience. As she put it, she felt 
“dead” and she wished it had never hap- 
pened—either it hadn’t happened or she 
was dead now. She also expressed the fear 
that she had ruined her heart perma- 
nently. Then in one hour she said that if 
she could go through this depression she 
could face anything. Having said this, she 
felt better, and she looked at me for the 
first time in many hours, and went on to 
express hope. She said that it was the best 
hour she had ever had. 

During the subsequent weeks, which 
immediately preceded both our vacations, 
she seemed blocked, silent, and sometimes 
angry, and said that she felt like a ‘“zom- 
bie’—as though she were in a movie 
theater watching things going on outside 
of herself. She devalued therapy as a 
way of dealing with the approaching 
separation. 

Although she was an outpatient on her 
return, shortly afterwards she was de- 
pressed enough to resume inpatient sta- 
tus. Again in the hours she seemed bound 
up with groups of isolated thoughts, com- 
plaints about me, and requests to change 
doctors, at the same time that she recog- 
nized her wish for and anxiety about be- 
ing close to me. Referring to an earlier 
episode when she was on the disturbed 
ward and I had grabbed her arm as she 
was going out the door, she now said, “If 
the Pope had touched me it couldn’t have 
felt better. I would like to kill us both.” 
At another time she had wanted so very 
much to see me, and when she thought of 
this she wanted to cut my throat. 

In the transference relationship we 
were able to see how she had envied her 
twin sister’s more dependent position, her 
helplessness, and the resulting attention 
she had received. If one of them had to 
be carried, it was the sister, while the pa- 
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tient had to walk. She also told me how 
she had rejected her father’s attempts to 
play with her after the sister’s death. 
These developments in therapy were ac- 
companied by increasingly vehement 
complaints about me. She expressed dis- 
trust of me and my “therapeutic voice.” 
She felt that I was primarily interested 
in myself and only wanted to make a show 
of being a good doctor. 

One day when she had begun to feel 
closer to one of the nurses, she suddenly 
became upset and smashed a window. 
This led to her transfer out of this nursing 
unit to a more secure ward. The patient 
believed that this nurse must have caused 
her to be upset by putting chloral hydrate 
in her whiskey. 

During these events I have just re- 
counted, which took place seventeen 
months after the beginning of therapy, 
she had become much more open in ex- 
pressing her feelings of envy of the mem- 
bers of my family—feelings which, at the 
same time, she considered idiotic—and 
she had become more angry and assertive 
toward other patients, the nurses, her 
relatives, and the medical staff. In her 
hours these feelings would again alternate 
with periods of bound-up silence, with 
feelings that her arms were separate from 
her body, with worry about her heart, and 
with thoughts of changing therapists. All 
of these phenomena I interpreted as de- 
fenses against feelings. After several 
weeks during which these defenses were 
prominent, she opened up with a sus- 
tained verbal attack on me. This was 
followed by a lengthy note in which she 
detailed her complaints that, among other 
things, I was young, inexperienced, a con- 
temptible hypocrite, and lastly “not man 
enough not to resent this.” This outburst 
was followed by weeks during which she 
was emotionally tied up. There were hints 
of depressive feelings whose beginning co- 
incided with her learning of the preg- 
nancy of my wife, and which emerged as 
full-fledged suicidal fantasies after the 
birth of my child. 

Toward the end of the second year of 
therapy, just before she went on a vaca- 
tion to visit her family, she sent me some 


notes which centered on two topics: Her 
relinquishment of her individuality and 
autonomy to her mother, especially in the 
matter of dating in her early teens; and 
her obsessions about her heart and about 
glass. Although she did not make an ex- 
plicit connection between these two top- 
ics, she did state that these obsessions 
were her thoughts. In the transference 
she was concerned—such is my impres- 
sion—that by trying to understand these 
obsessions as defenses or communications 
I would be taking them over for my pur- 
poses, just as her mother had exploited 
her in her dating. 

Upon her return from vacation, she re- 
ported that it was the best visit so far. 
She felt more like a person and more 
alive, and she was more outspoken in her 
contacts with others. She experienced a 
feeling of fondness for her children and, 
along with this, in her dreams and in her 
hours, grief for her grandmother. 

She took the initiative in obtaining an 
apartment in order to improve her living 
situation. When discussing this we were 
both impressed by her expressions of dis- 
like for the entire geographical area. It 
was her guess that behind this intense dis- 
like were the fear and the loneliness asso- 
ciated with the solitude of apartment liv- 
ing. It was easier to feel anger and 
contempt than to experience the isolation 
of loneliness. Thus her anger disguised 
the loneliness. In this connection her 
statement, “I could cut both our throats,” 
reveals the connection between her hos- 
tility and her anxiety over recognizing the 
need for another person. 

By the end of the second year she said 
that her therapy had done some good. For 
the first time in three years she actually 
enjoyed reading and playing bridge. Her 
attitudes toward her family began to 
change. In a telephone call to her mother 
the latter complained of indigestion, and 
the patient was able to respond with love 
and concern. Similarly, in an hour after 
a holiday week end she said that it was 
the first holiday during which she had not 
wished that I would die in an accident. 
She then began to think of how much she 
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would miss me when she finished therapy. 
“When I think of you as a person I get 
sick.” 

In the weeks that followed there were 
fantasies of harming me, my child, her 
children, and her sister. These fantasies 
were of considerable concern to her. She 
described a sequence in which she saw 
my other female patient, thought of how 
much she missed her sister, and then had 
a hateful thought about her sister. Again 
she illustrated the close connection be- 
tween her need for someone and her 
hatred for the same person. 

In an hour at this time, about two and 
a third years along, she was talking about 
making retribution for some damage she 
had done. She then began to wonder if 
she had planned to name her daughter 
after her dead sister as a payment to her 
mother. Again she wondered if she had 
killed her sister, and she said that if she 
had, she wanted to die for it. She said 
that on the way home from a movie one 
evening she had hoped that she would die, 
and that as a little girl she would try 
closing her eyes to see if she would die. 
Upon hearing these associations, together 
with some others, I asked about her feel- 
ings toward my other patient prior to 
the attempted suicide. She said that she 
felt envious and jealous because the other 
patient had danced every dance. I was 
able to connect this with her feelings of 
envy toward her sister and members of 
my family, and with her self-punishment 
via suicide. She also told how she had 
cried in the movie when she thought that 
I might leave the hospital and leave her. 
She said that she often had a lot of feel- 
ings and then became skeptical of them: 
“T am like a department store dummy. 
My family never permitted themselves to 
have feelings.” 

During the next several weeks there 
was another round of anger toward me 
and the nurses, the feeling that she 
couldn’t work with me, the desire to quit 
treatment, and some paranoid ideas. The 
latter included, for example, her belief 
that I had had a nurse place a bottle of 
hand lotion on her dresser to remind her 
of her “ugly” hands. In an hour when she 


again seemed all bound up she described 
a mental image of a picture of me and 
then an image of a sampler saying, “I 
love you.” Then she saw this framed in 
glass and, continuing the fantasy, she 
smashed it. I said that this was similar 
to her earlier report of not kissing her son 
because of her fear that he had glass on 
his lips. In response, she made a paranoid 
accusation that I had tampered with her 
sedative a few evenings previously. 

During these weeks of voluminous ex- 
pression of distrust, anger, and hatred she 
once said that her hatred had been a kind 
of “crust” since she was a kid. She didn’t 
want anyone to see how she really felt 
because that would be sissy. As she went 
on to detail what she considered her 
mother’s pretended concern for her, she 
said that she would like to murder her 
mother “again, again, and again. When 
she dies I will probably feel badly from 
grief—I mean guilt—about hating her.” 

The next several months were charac- 
terized by the prominence of her vari- 
ous defenses—depersonalization, concern 
about her heart and about glass, self- 
derogation, compulsive counting, praying 
for the people she hated, and so on. She 
was quite concerned about having any 
fond feelings about me lest her ideal 
image of me return. There were many 
angry and derogatory blasts at me in the 
hours and in notes written to me. In a 
quite moving episode we noted how she 
disowned some of her feelings after ex- 
pressing them. She commented, “But if 
I disown them I am disowning some of 
myself—some of my memories.” She then 
asked me to help her to not disown her 
feelings. 

At the end of the third year of therapy 
she made a suicidal attempt by cutting 
both wrists—just two years after her first 
attempt. Several factors appeared to be 
involved, including pressure on her to 
return to her husband; the administrator’s 
suggestion that she might see how things 
would go during vacation and possibly 
stop therapy; and my taking over some 
administrative duties and therefore dis- 
continuing therapy with the female pa- 
tient toward whom she felt so much envy 
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—a repetition, in the transference, of the 
elimination of her rival or sister and of 
having her parents all to herself. She 
recovered from this episode and went 
home at the same time I took my vacation. 

Early in the fourth year she became 
somewhat less defensive about her de- 
pendency needs. She spent several days 
in bed and talked openly of her fear of 
responsibility. In a note she openly ex- 
pressed her love for me, mentioning that 
she found the word “hate” creeping into 
her writing but forced it away. She con- 
cluded the note with, “You gave me 
strength but it is mine. We are mixed.” 
In another lengthy note she expressed her 
affection for me and her sexual fantasies, 
which had been present since the begin- 
ning of therapy. She also described her 
numerous disappointments in her mother, 
yet her longing for her. She said, ““Need- 
ing someone had frightened me. The 
people I have needed have hurt me 
deeply. And I am tired of being hurt.” 

Shortly after this, when I explained to 
her that it would be necessary to inter- 
rupt treatment for one week when my 
second child was due to be born, she 
began to think about her sister and to 
wonder whether the twin with her name 
had been killed and she was the other one. 
A couple of days later, when her husband 
visited, she was overtly paranoid. She did 
not want to come to my office for fear of 
treachery on my part. She suspected her 
husband and father of specific acts against 
her. I responded to all this by pointing 
out that she did not allow any alternative 
explanation for the events concerned, and 
that all this seemed to follow her learning 
that my wife was expecting a child. 

Her paranoid orientation lasted until 
two weeks following the birth of my child, 
or six weeks altogether. At intervals 
she would describe how she felt afraid to 
be alone. However, when she thought of 
relying on me, she would experience 
anxiety, become suspicious, and then be- 
come angry toward me. She again raised 
the issue of getting another therapist. At 
the same time she thought that it was nice 
of me to take a week off to stay with my 
first child, who would probably be needing 
me. 


The lifting of the paranoid symptoma- 
tology was accompanied by feelings of 
depression and loneliness, of being un- 
wanted, and of longing for her husband. 

About two weeks later the paranoid 
ideas suddenly returned, coinciding with 
her decision to return home for a week 
or two at Thanksgiving to determine 
whether her marriage would work, and 
then to return for a few hours of therapy, 
following which she would leave treat- 
ment. I opposed this because I felt that 
she could not fairly appraise her marriage 
at the same time that she was struggling 
with feelings about breaking off treat- 
ment. When she decided to keep her next 
appointment with me rather than go 
home, the paranoid ideas disappeared. 

A week later she reported a dream in 
which she was at my house and I had two 
children. The older one was a girl and the 
younger was a girl who was the same size, 
although still a baby. The baby had an 
empty pop bottle, and the patient ex- 
plained that she couldn’t expect to get it 
filled by me—her father. The children 
were, it appeared, twins. The dream, 
which seemed ‘to reflect the patient’s rec- 
ognition that her infantile needs could 
not be gratified in therapy, followed an 
hour in which I had pointed out the ways 
in which she avoided grief and anxiety 
over our eventually parting from one 
another. 

By the end of the fourth year of therapy 
she had enrolled in a stenographic re- 
fresher course. This attempt at independ- 
ence was accomplished with considerable 
feelings of conflict. When, for example, 
she had the thought that she was typing 
rapidly without any errors, she would 
immediately make a series of mistakes. 
Acting out her dependency conflicts was 
a prominent feature of her gradual 
achievement of occupational independ- 
ence. 

All of the symptoms of phobias, hypo- 
chondriasis, obsessions, compulsions, de- 
personalization, and paranoid ideation had 
disappeared and left only the dependency 
conflicts and some depression to be 
worked through in the final two and a 
half years. During this period she had a 
strong tendency to keep herself dependent 





72 


CLARENCE G. SCHULZ 





on sedation and on the hospital personnel. 
She remained actively in the role of pa- 
tient. I focused on the numerous ex- 
amples of the self-destructive, hostile, 
dependent relationships which she per- 
petuated with her parents, husband, em- 
ployers, and myself. She seemed to be 
continuously in trouble, thereby keeping 
various people concerned about her. She 
was afraid that if she became independ- 
ent, she would be alone. 

Eventually, six and a half years after 
starting therapy, she relinquished her job 
and returned to a life with her husband 
and children. 


I wish now to review briefly the course 
of therapy with particular reference to 
the appearance of the various symptoms 
as they reflected the regressive shift in 
defenses. Some of the theories of Melanie 
Klein® are especially helpful to me in 
formulating a working concept of the 
clinical findings. Heimann and Isaacs in 
a discussion of regression quote Klein as 
follows: 


It seems to me that obsessional neurosis is 
an attempt to cure the psychotic conditions 
which underlie it, and that in infantile neu- 
roses both obsessional mechanisms and mech- 
anisms belonging to a previous stage of devel- 
opment are already operative. 


Heimann and Isaacs continue this line of 
thought in their next paragraph: 


Again, in Chapter XII of the same book, she 
discusses other methods of cure attempted by 
the ego to overcome early infantile anxieties 
with a psychotic content, and shows how each 
of the fixations and pathological symptoms 
apt to appear as successive stages of develop- 
ment have both a retrospective and a prospec- 
tive function, binding anxiety and thus mak- 
ing further development possible. Therapeu- 
tically, obsessional symptoms often lose their 
hold upon the patient when the underlying 
paranoid anxieties are resolved, thus making 
the obsessional technique less necessary for 
psychic equilibrium. 


5For a summary of various psychoanalytic the- 
ories of depression see Mabel Blake Cohen and 
others, “An Intensive Study of Twelve Cases of 
Manic-Depressive Psychosis,” Psycuiatry (1954) 17: 
103-137. 

*Paula Heimann and Susan Isaacs, “Regression,” 
pp. 169-197, in Developments in Psychoanalysis, 
edited by Melanie Klein, Paula Heimann, Susan 
Isaacs, and Joan Riviere; London, Hogarth, 1952; 
pp. 183-184. The quotation is from Melanie Klein, 
The Psycho-Analysis of Children; New York, Norton, 
1932; p. 226. 


In my patient, as the regression pro- 
ceeded she went from obsessive-compul- 
sive to depressive symptoms, and eventu- 
ally reached the paranoid position. To be 
sure, there were earlier evidences of both 
depressive and paranoid aspects of her 
personality; nevertheless, it was not until 
relatively late that a full-blown transfer- 
ence psychosis with a paranoid formula- 
tion of her situation cccurred. These 
paranoid episodes came forth when she 
was threatened by the possibility of sepa- 
ration from me without being aware of 
the impact of such separation. In each of 
these episodes, she relinquished the para- 
noid ideas when she was able to experi- 
ence the depression, loneliness, and long- 
ing for the other person. 

Anxiety over the interruption of a close 
relationship appears as the main theme 
running through these various levels of 
regression. Initially the symptoms of ob- 
sessions, compulsions, phobias, and hypo- 
chondriasis served as defenses against 
feelings of anger, aggressiveness, depres- 
sion, loneliness, intimacy, dependency, 
and affection. 

The first goal in therapy was to point up 
these defenses and thereby render them 
less effective. Interpretations of possible 
symbolic content—such as the anal as- 
pects of a contamination phobia—were 
not made. Rather, her attention was 
called to the sequence of events in which 
a symptom would appear instead of a 
feeling: “I didn’t get angry, I thought of 
glass.” When feelings came to be ex- 
pressed by the patient, they were accepted 
by me. However, this was admittedly 
quite difficult later on, when her fury was 
unleashed in full force toward me. 

Early in the work maternal transfer- 
ences acted as obstacles until they were 
interpreted to the patient. Her resent- 
ment of her mother’s inquisitiveness was 
an inherent barrier to psychotherapeutic 
investigation, and her view of her mother 
as insincere predisposed her to distrust 
me and prompted her anticipation of 
hidden disapproval by me. After her first 
brief impression of me as an inept and 
awkward “intern” (father, husband) she 
began to develop an idealized image of 
me. But along with this there were dis- 
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trust and fear of me, and so two images 
of me emerged, corresponding to a split 
in the transference. Inside the hour she 
was afraid of me, as she was of her 
mother, while outside the hour I was the 
ideal person, like her grandmother. 

Following our discussion about her 
necessity to have the other person be 
perfect, she expressed her dependent feel- 
ings and became aware of her considerable 
depression. These depressive feelings 
were mingled with intense anger. While 
all of this was disturbing to her, she did 
feel more like a person. 

The suicidal attempt at the end of the 
first year brought forth her feelings of 
guilt and envy, together with her feelings 
of love for me and jealousy of my family. 
It was after this that we saw how much 
her attachment for another person was 
linked with her wish to kill the other per- 
son and herself, as when she said, “I could 
cut both our throats.” Perhaps if earlier 
she had seen more clearly how her attach- 
ment to another was linked with her wish 
to kill the other person, she might not 
have attempted suicide as a way of killing 
the introjected person. 

The paranoid episodes were her last 
major regressive effort at dealing with the 
separation anxiety. Apparently after in- 
tegration took place on this level she was 
able to have the dream of the baby with 
the empty bottle and to begin the work- 
ing-through of considerable dependency 
in the final phase of treatment. 

I have one remaining point to make. In 


some of the papers I have already men- 
tioned, concerned with the appearance of 
schizophrenic and other symptoms in the 
obsessive patient, and in a paper on tech- 
nique by Freud,’ th  3e regressive phe- 
nomena are viewed with some alarm. By 
way of contrast, I have gotten the impres- 
sion, from the staff’s comments at case 
presentations of this patient at Chestnut 
Lodge, that the features of depression, 
depersonalization, and paranoid content 
were a favorable development and avoided 
an even longer, more drawn-out course of 
therapy. According to this view, the re- 
gressive phenomena circumvented the 
need to cope with almost impregnable ob- 
sessive-compulsive defenses. This brings 
up the question whether regression to 
early pre-Oedipal positions is not essential 
to bring about a change in the obsessional 
character. In a better integrated ego such 
regressions can probably be confined to 
the analytic hour. 

In any case it would seem that a theru- 
pist who undertakes the psychotherapy 
of severe obsessive disorders might well 
be prepared to deal with regressive 
mechanisms and have some experience in 
therapy with these. He might then wel- 
come phenomena which he can utilize in 
the therapy, rather than fear their ap- 
pearance and consequently handicap his 
patient. 


CHESTNUT LODGE 
ROCKVILLE, MARYLAND 


™Sigmund Freud, “Further Recommendations in 
the Technique of Psycho-Analysis,” in Collected Pa- 
pers 2:342-365; London, Hogarth, 1948. 





Paranoid Development and the Concept of Self: 
Psychotherapeutic Intervention 


Otto Allen Will, Jr.* 


HAT GROUPING of behavioral patterns which are referred to as the schizo- 
phrenic mode of living is, in terms of this presentation, a process having a begin- 
ning, and moving, by a series of operations, toward the attainment of certain ends. 


The beginning, to speak in general 
terms, is in the insecurity of the young 
human in the primary relationship with 
the one who cares for him and teaches 
him, with varying degrees of distortion, 
something of the culture in which he is to 
live. In his dependence upon another, he 
develops the need and the ability to re- 
ceive and to give tenderness and love, thus 
becoming inextricably bound—with anxi- 
ety, doubt, and fear, sorrow and delight— 
to the community of men. When this 
beginning is marked by the apprehension 
of losing the security-providing person, 
the bases of what is later known as anxiety 
are formed, and certain complexities of 
behavior—detachment, dissociation, sub- 
limation, and withdrawal—are evolved in 
the service of altering the dynamics of the 
interpersonal situation in such a way that 
its necessary continuance is seemingly as- 
sured and some semblance of the increas- 
ingly important sentiment‘ of security is 
maintained. 

For him who may, under variable cir- 
cumstances, become schizophrenic the 
early established fear of loss and its at- 
tendant deficiencies in self-identification 
are not modified adequately by later ex- 
perience, and continue to interfere with 

1The term sentiment refers to a complex organi- 
zation of ideas and emotion developed during the 
life experience of the person. See, for example, the 
definition in Webster’s Collegiate Dictionary; Spring- 
field, Mass., Merriam, 1947; and Harry Stack Sulli- 


van, “The Oral Complex,” Psychoanalytic Rev. 
(1925) 12:31-38. 


learning vital to the growth of personality. 
In the service of these uncorrected devel- 
opmental deviations, patterns of behavior 
are elaborated which are useful but costly, 
being unduly complicated, not simply goal- 
directed, and ineffective in enabling the 
person to follow the fundamental course 
of human maturation toward both greater 
autonomy and self-identity and a sense 
of unity with his kind. 

The end to be gained by the use of such 
interpersonal operations is the mainte- 
nance of a sense of security concomitant 
with the obtaining of satisfactions re- 
quired for life. The seeming incompati- 
bility of security with satisfaction, and 
the felt imperative of their attainment 
may lead to distortions of behavior which 
are so antithetical to personal survival or 
cultural tolerance that they become iden- 
tified as evidences of what is called men- 
tal disorder. Such phenomena, arising 
from, and exhibited in, social fields, have 
varied functions, being defensive (of the 
sense of security), communicative, and 
relational. 

From the early infantile state, inferred 
to be one of relative undifferentiation, 
form personal variants of the cultural con- 
cepts of space, time, cause and effect, the 
self, objects, others, and the mutuality of 
needs. With the concurrent matching of 
physiological maturation and social learn- 
ing there grows an integrated conception 
of the self, whereby one gains a depend- 


* A.B. 33, M.D. 40, Stanford. Intern, internal med. 39-40, Asst. Res., pediatrics 40-41, Asst. Res., internal 
med. 41-42, Stanford; U.S. Navy, Lt. Commander 42-47; U.S. Navy psychiatric staff, St. Elizabeths Hosp., 
Washington, D.C. 43-47; Staff Member 47-, Director of Psychotherapy 54-, Chestnut Lodge, Rockville, Md. 
Graduate 50, Faculty, Washington School of Psychiatry; graduate 53, Training Analyst, Washington Psy- 
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Psychoanalytic Soc., Amer. Psychosomatic Soc. 
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able awareness of his physical and psycho- 
logical structure, his abilities and limita- 
tions, their developmental origins, their 
interrelationship with the culture, and the 
views held of them by others. In the 
schizophrenic reaction the self-image, 
poorly organized and differentiated, re- 
flecting inadequately comprehended and 
clarified symbols, and dependent upon 
dissociation of major integrative systems 
with the support of such devices as ob- 
sessional substitution, selective inatten- 
tion, sublimation, and physical incapacita- 
tion, is disrupted. The result is a sense of 
personal chaos of which there is urgent 
need for resolution. 

The schizophrenic process thus revealed 
in panic as a dynamic system requiring 
the organization of a social equilibrium 
that will permit the continuance of life 
and some residuals of self-esteem, may 
develop through regression? in the direc- 
tion of closure and inflexibility, as shown 
in the hebephrenic and paranoid resolu- 
tions and in a recurrent major dissocia- 
tion. Such outcomes gravely handicap the 
socially constructive expansion of person- 
ality and reduce the prospects of success- 
ful therapeutic intervention. 

A major concern of the psychotherapist 
in the schizophrenic emergency is to in- 
terfere with the formation of those per- 
sonality reorganizations that restrict the 
person’s potential for growth. This task, 
so simply stated, often is performed irra- 


2 Regression refers to a behavioral process mani- 
fested in the attempt to adjust to an interpersonal 
(social) situation (or its symbolic representations) 
in which the usual (for the organism in question) 
forms of adaptation are not adequate for the main- 
tenance of the required sense of self-esteem and 
security. If the abilities and experiences of the 
organism are—or are perceived to be—inadequate 
for the immediate and anticipated social require- 
ments, there may occur a lessening of the ‘de- 
mands’ of the ego with a concomitant reactivation 
of behavioral patterns of earlier developmental 
stages. The newly mobilized patterns may reflect 
eras of living recalled as being more satisfactory 
than the present; the combination of these older 
patterns with the reduction of ego requirements 
then may be accompanied by a lessening of anxiety 
and an increase in the feeling of security. The 
costs of such regressive phenomena are obviously 
great; awareness of these must be avoided by the 
sufferer through the elaboration of such devices as 
denial, rationalization, selective inattention, and the 
restriction of foresight, else his anxiety will increase 
and further regression will be encouraged. Regres- 
sion is itself a dynamic symbolic system, main- 
tained somewhat precariously by complicated defen- 
sive operations, and presenting in its instability 
further threats to the victim’s security. 


tionally, its operation being limited by 
inadequate data, by unduly honored cul- 
tural, institutional, and theoretical tradi- 
tions, and by the anxiety and fear of the 
therapist and his associates. 


What follows is a condensed outline of 
a therapeutic procedure, attention being 
directed to certain aspects of regression 
and the attempts made to interrupt a de- 
structive paranoid resolution of schizo- 
phrenic disorganization. In this effort to 
present an over-all view of the course of 
a relationship, several topics, each pro- 
vocative of further elaboration, are dealt 
with superficially. The being of a man 
expresses his past, his present, and his 
future, yet is not comprehended by a con- 
sideration of any of these alone. Nor can 
a man’s behavior be taken apart or sepa- 
rated from its social field, the now-disfig- 
ured elements being considered alone, 
without recognition of the loss in mean- 
ing that accompanies the act of frag- 
mentation. The excerpts which I sketch 
briefly from clinical records are selected 
to suggest the vicissitudes * of an advanc- 
ing relationship, and are not in themselves 
explanations, examples of cause and effect, 
demonstrations of suitable treatment, or 
implications of a precise purposiveness of 
motivation. They are fragments, to be 
brought together, if at all, through infer- 
ence and the evaluation of experience. 
Being expressive of variant modes of hu- 
man communication, their verbal rendi- 
tion is frequently deficient—and possibly 
false. 

Of particular interest to me in this ac- 
count is the endeavor made to develop a 
situation in which the necessity for dis- 
sociation and denial is lessened through 
the provision of the following: (1) inter- 
personal associations marked by clarity, 
dependability, and security; (2) identifi- 
cations—with the therapist and others— 
which are acceptable, need not be rejected 
or dissociated, and can become ‘part of’ a 
comprehensible, enduring, reliable self- 
concept; and (3) a relationship in which 

81 use vicissitude to mean a “regular succession 
from one thing to another; alternation .. . irregu- 


lar change” (Webster’s Collegiate Dictionary; Spring- 
field, Mass., Merriam, 1947). 
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the anxiety felt in response to the threat 
of loss is reduced. The learning favoring 
such self-reorganization arises from the 
immediacy of experience shared by the 
patient with the therapist and others— 
experience to a large extent clear cut, de- 
pendable, predictable, respectable, readily 
evaluated, and marked by a congruence of 
the verbal and other components of com- 
munication. 


THE PATIENT AND HIs ‘PAst’ 


I first met Mr. X in the psychiatric hos- 
pital. In days past, patients such as he 
were often referred to as being well on the 
road to dilapidation or deterioration, the 
terms implying chronicity, possible or- 
ganicity, and the decline of hope. He was 
ill-clad in old, inadequately mended cloth- 
ing, the lower inner portion of one trouser 
leg worn through from the repetitive rub- 
bing against it of the heel of the other leg. 
His anger, contempt, and suspicion kept 
me at a distance, as did his restless pacing 
about the room, his anxious rocking back 
and forth on the edge of a chair, and his 
silences interrupted only by his telling 
me to go my way and to let him go his. 
Obviously distraught, he repelled my ap- 
proaches, gave little information verbally, 
and refused to listen to me. In the hos- 
pital ward he ate and slept poorly, re- 
fused all offers of attention, denied diffi- 
culties or needs that we could meet, 
insisted that he must leave, and was de- 
scribed as assaultive, confused, delusional, 
hallucinated, and negativistic. 

Of this man’s past little is known. When 
he was three and a half years old, his 
mother died, and he was cared for there- 
after by a series of stepmothers and older 
sisters, until, at the age of twenty-six, he 
left the home of his oldest sister to marry. 
A marked intellectual ability being mani- 
fest, he studied a profession, graduating 
with high honors, and engaging with out- 
standing success in a career of research. 

Those of Mr. X’s acquaintances with 
whom I talked had known him long but 
not well. He was respected and distantly 
liked, but was described as distrustful and 
reserved. He kept to himself, did not con- 
fide readily in others, took quick offense, 


and became angry and withdrawn when 
his easily aroused envy and jealousy were 
provoked. He was inept at taking social 
roles, often misinterpreted the motiva- 
tions of others, complained of misunder- 
standings without being able to resolve 
them, and tended to ignore, push aside, 
or deny troublesome aspects of his living. 

At the birth of each of his children, he 
was hurt, jealous, suspicious, and with- 
drawn, and eight years prior to his first 
hospitalization underwent a brief period 
of depression at an impending separation 
of a few weeks from his family. During 
the following several years he was unable 
to consider openly his wife’s increasingly 
evident discontent with their relationship, 
and he finally responded to her threats to 
leave him with apprehension and rage, 
displaying such physical violence and 
bizarre verbal abuse that he was forcibly 
hospitalized. In various institutions over 
a period of five years, he was treated with 
insulin (100 deep coma), electroshock (ap- 
proximately 130), and reserpine. His peri- 
ods of improvement were transient and 
without evident insight, and he became 
more withdrawn, living at last in a state 
hospital, where he was assaultive, often 
mute, soiling, unkempt, and progressively 
more isolated. His funds were expended, 
his earning capacity was gone (for the 
time at least), his wife considered herself 
and the children separated from him, and 
did not visit him, and his few next of kin 
visited rarely and despaired of him. 

Mr. X’s behavior can be described by 
terms classically associated with schizo- 
phrenia,* such as: uncertainty regarding 

«For further discussions of paranoid developments 
in schizophrenia, see the following. Michael Balint, 
“New Beginning and the Paranoid and the Depres- 
sive Syndromes,” pp. 244-265, in Primary Love and 
Psycho-Analytic Technique; New York, Liveright, 
1953. N. Cameron, “Paranoid Conditions and Para- 
noia,” pp. 508-539, in American Handbook of Psy- 
chiatry, Vol. 1, edited by Silvano Arieti; New York, 
Basic Books, 1959. Sigmund Freud, “Certain Neu- 
rotic Mechanisms in Jealousy, Paranoia and Homo- 
sexuality,” in Collected Papers 2:232-243; London, 
Hogarth, 1942. Lionel Ovesey, “Pseudohomosexual- 
ity, the Paranoid Mechanism, and Paranoia,” Psy- 
CHIATRY (1955) 18:163-173. Harry Stack Sullivan, 
“The Paranoid Dynamism,” pp. 145-165, and “Hypo- 
chondria, Algolagnia, and the Paranoid Develop- 
ment,” pp. 77-90, in Clinical Studies in Psychiatry; 
New York, Norton, 1956. James S. Tyhurst, “Para- 
noid Patterns,” pp. 31-76, in Explorations in Social 


Psychiatry, edited by A. N. Leighton, J. A. Clausen, 
and R. N. Wilson; New York, Basic Books, 1958. 
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self-identity; misidentification of others; 
instability of “ego boundaries”; feelings of 
“depersonalization”; self-disorganization; 
regression; denial; control by an “influ- 
encing machine”; delusions and hallucina- 
tions; paranoid phenomena of grandiosity 
and projection; rage; habit deterioration 
and withdrawal; and stereotypy and pov- 
erty of thinking. 

Such a description would be inadequate 
for prognosis, however, unless it included 
the following observations which increase 
hopefulness regarding a favorable out- 
come: Mr. X did manage the transitions 
of adolescence without obvious disturb- 
ance; he married and had sexual relations 
with some satisfaction to himself and his 
partner; his intellectual capacity and pro- 
fessional training were excellent; and he 
had established some identity for himself 
as husband, father, and professional man. 


THE ‘MEANING’ OF THE BEHAVIOR 


Attempts to ‘explain’ behavior, such as 
that of Mr. X, are complicated by lack of 
information, by the perceptual distortions 
arising from the observer’s personal and 
theoretical bias, by the presentation of 
experience in varying modes (for instance, 
the adult’s view of the child’s life is not 
the child’s view), by falsifications of mem- 
ory, and by the deficiency of knowledge 
regarding cause-and-effect sequences in 
complicated social fields extending over 
long periods of time. 

Nevertheless, the psychiatrist may spec- 
ulate about meaning in terms of the data 
available to him, using as information his 
own clinical observations, studies made by 
others, his personal reactions in therapy, 
and the accounts provided by the patient 
and those associated with him. No matter 
how crudely structured and inadequate 
these data may be, the psychiatrist works 
with some concept of what ails his patient, 
how the patient came to be as he appears, 
and what the psychiatrist thinks that he 
might do about it. Regarding Mr. X, I sug- 
gest the following: ° 

5 The following articles, for example, are particu- 
larly relevant to the concepts of ego structure and 
the “self” in the schizophrenia development: David 


W. Abse, “Early Phases of Ego-Structure Adum- 
brated in the Regressive Ego States of Schizophrenic 


(1) At the age of three and a half years, 
Mr. X lost his mother, being cared for 
thereafter by a series of mother substi- 
tutes. Nothing is known about his reac- 
tion to her death or his relation to her or 
those others. It can be inferred that in 
his early years he developed intense anxi- 
ety regarding separation, which persisted 
as feelings of doubt and insecurity in his 
attempts to meet his needs for intimacy 
and tenderness.*® 

(2) It can also be inferred that the loss 
of his mother—preceded by several years 
of marked instability in the family, of 
which the details are unknown—contrib- 
uted to an inadequacy of the structure of 
the self, a term less precise than the ego. 
Mr. X displayed a tendency to rely heavily 
on security operations formed during the 
first two years of life—dissociation, de- 
tachment, and sublimation, reinforced by 
denial and selective inattention. Experi- 
ence important in the integration of inti- 
mate relations with others was dissociated 





Psychosis and Elucidated in Intensive Psychother- 
apy,” Psychoanalytic Rev. (1955) 42:228-238. David 
Beres, “Ego Deviation and the Concept of Schizo- 
phrenia,” pp. 164-235, in Psychoanalytic Study of 
the Child, Vol. II; New York, Internat. Univ. Press, 
1956. Sylvia Brody, “Ego Differentiation,” pp. 358- 
375, in Patterns of Mothering; New York, Internat. 
Univ. Press, 1956. T. Freeman, A. McGhie, and 
J. L. Cameron, “The State of the Ego in Chronic 
Schizophrenia,” Brit. J. Med. Psychol. (1957) 30: 
9-18. E. Jacobson, “The Self and the Object World: 
Vicissitudes of Their Infantile Cathexes and Their 
Influence on Ideational and Affective Development,” 
pp. 75-127, in Psychoanalytic Study of the Child, 
Vol. 9; New York, Internat. Univ. Press, 1954. Ade- 
laide Johnson, and others, “Observations on Ego 
Functions in Schizophrenia,” Psycutatry (1956) 19: 
143-148. Clara Thompson, “Concepts of the Self in 
Interpersonal Theory,” Amer. J. Psychotherapy 
(1958) 12:5-17. 

The problem of separation is dealt with in the 
following articles: John Bowlby, “The Nature of 
the Child’s Tie to His Mother,” Internat. J. Psycho- 
Anal, (1958) 39:350-373. Bowlby, “Some Pathologi- 
cal Processes Engendered by Early Mother-Child 
Separation,” pp. 38-90, in Problems of Infancy and 
Childhood, edited by Milton J. E. Senn; New York, 
Josiah Macy, Jr. Foundation, 1954. Bowlby, “Separa- 
tion Anxiety,” Internat. J. Psycho-Anal. (1960) 41: 
89-113. Bowlby, “Grief and Mourning in Infancy 
and Early Childhood,” pp. 9-52, in Psychoanalytic 
Study of the Child, Vol. 15; New York, Internat. 
Univ. Press, 1960. M. F. Ashley Montagu, The Direc- 
tion of Human Development, Biological and Social 
Bases; New York, Harper, 1955; pp. 199-248. Dane G. 
Prugh, and others, “A Study of the Emotional Re- 
actions of Children and Families to Hospitalization 
and Illness,” Amer. J. Orthopsychiatry (1953) 23: 
70-106. R. A. Spitz, “Hospitalism: An Inquiry into 
the Genesis of Psychiatric Conditions in Early Child- 
hood,” pp. 53-74, in Psychoanalytic Study of the 
Child, Vol. 1; New York, Internat. Univ. Press, 1945; 
and “Anaclitic Depression,” pp. 313-342, in Psycho- 
analytic Study of the Child, Vol. 2; New York, Inter- 
nat. Univ. Press, 1946. 
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and not readily available for modification 
by learning. 

(3) Certain of Mr. X’s character traits 
were common to other members of his 
family, and his attitude toward others was 
apparently to a large extent learned and 
reflective of unique peculiarities in the 
family culture. Suspiciousness, extreme 
competitiveness, feelings of social inade- 
quacy and estrangement, envy, jealousy, 
fear of impoverishment, and a general ex- 
pectation of mistreatment by others were 
attitudes shared by the parents and the 
several siblings. A fear of and pessimism 
about psychiatric illness were reinforced 
by the prolonged hospitalization of an 
older brother, diagnosed as schizophrenic 
and paranoid. 

(4) Mr. X’s unstable personality organ- 
ization was bolstered by his continuing de- 
pendence on his sister and wife and by his 
professional success, and threatened by 
any changes in his immediate social group. 
The threat to this unstable structure is 
seen most clearly as the impending loss 
of someone, as if the personality required 
the presence of this other for its stability. 
There not having been a clear-cut separa- 
tion of the self from the other, that other 
is treated as an impersonal object or as a 
part of the self, in either case not being 
recognized as a separate person. In such 
instances relationships are unstable, the 
other feeling that he is not recognized in 
his own right, that his needs are not met, 
and that he will be either engulfed or 
ignored. 

(5) The reaction to loss—or its threat 
—was shown in anger, depression, with- 
drawal, regression, and denial,’ the social 

7 For comments on denial see the four Bowlby ref- 
erences in footnote 6, and the following: Paul 
Federn, “Ego Response to Pain,” pp. 261-273, in Ego 
Psychology and the Psychoses; New York, Basic 
Books, 1952. Otto Fenichel, The Psychoanalytic 
Theory of Neurosis; New York, Norton, 1945; pp. 
144-145. Saul H. Fisher, “Mechanism of Denial in 
Physical Disabilities,” AMA Arch. Neurol. and Psy- 
chiat. (1958) 80:782-784. A. Freud, “Denial in 
Phantasy,” pp. 73-88, “Denial in Word and Act,” 
pp. 89-99, “Identification with the Aggressor,” pp. 
117-131, in The Ego and the Mechanisms of Defence; 
New York, Internat. Univ. Press, 1946. Sigmund 
Freud, “Negation,” in Collected Papers 5:181-185; 
London, Hogarth, 1950. Edith Jacobson, “Denial 
and Repression,” J. Amer. Psychoanal. Assn. (1957) 
5:61-92. Bertram Lewin, The Psychoanalysis of Ela- 
tion; New York, Norton, 1950; Chap. 3, pp. 51-81. 


Louis Linn, “The Role of Perception in the Mecha- 
nism of Denial,” J. Amer. Psychoanal. Assn. (1953) 


equilibrium thus being maintained pre- 
cariously. Such behavior interfered with 
Mr. X’s ability to make accurate evalua- 
tions of interpersonal difficulty, little was 
learned, and appropriate corrections were 
not made. 

(6) In time his wife, feeling that her 
own needs were not met, sought more 
freedom, and the threat of loss gave way 
to reality. Mr. X became more anxious, 
denial was inadequate as defense, disso- 
ciation failed, and disorganization and 
panic were revealed, all of which was 
heralded by his forgetfulness, disregard 
of personai appearance and social conven- 
tion, restlessness, outbursts of anger, sus- 
piciousness, and tendency to blame others. 

(7) The resulting attempts at reorgan- 
ization were complicated by electroshock, 
insulin coma, ataractic drugs, multiple 
hospitalizations, and the passage of time. 
Whereas Mr. X at first violently protested 
his loss, he later withdrew, becoming less 
violent and more despairing. When he 
was first seen by me, his use of denial 
was prominent; not only did he deny loss, 
as intolerable, but he denied any need for 
relationship—a shift in an unfortunate di- 
rection. 

(8) With all of this, his already un- 
stable identity was seriously disturbed. 
The association with his wife was lost. 
His identities as husband, father, and 
scientist were jeopardized, and the role of 
patient was unacceptable, being equated 
with disgrace and hopelessness.® 

(9) Further attempts at personality re- 
organization involved redissociation, delu- 
sional reformulation, and regression with 
increasing reliance on denial, detachment, 
and projection. 





1:690-705. Robert Waelder, “The Structure of Para- 
noid Ideas,” Internat. J. Psycho-Anal. (1951) 32: 
167-177. 

8Some time past, I assumed that psychotherapy 
could begin only with the recognition by the par- 
ticipants of their respective conventional roles— 
those of physician and patient. Such a concept often 
led me into tedious and profitless struggles, and I 
came to realize that in states of lowered self-esteem, 
certain roles are unacceptable, being equated with 
a further decline in security. Such, to many, is the 
role of patient. Thus it is that I devote myself as 
best I can to endeavors that may reduce the pa- 
tient’s anxiety and enable him to discover some 
possibility of hope in the development of relation- 
ships with others. As such encouragement grows, 
roles other than that of patient may be considered, 
and with these the role of patient itself becomes 
less dreadful and more acceptable. 
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(10) The evolving behavior, although 
in some ways restitutive, led to further 
isolation, often being ”incomprehensible 
and socially offensive. Much of that which 
he had feared was now true—his freedom 
was curtailed, he was misunderstood, and, 
in a sense, he was persecuted. The loss 
was actuality—the mother and her sub- 
stitutes were gone, as were his children, 
symbols of himself. The world which he 
had first known, the return of which he 
dreaded, was with him again. In response 
he was developing ways of behavior which 
were inadequate in defense, communica- 
tion, and relation—a biological-social sys- 
tem moving in the direction of closure. 


REGRESSION 


When Mr. X and I first met, he had un- 
dergone what is called regression, having 
become involved in interpersonal situa- 
tions with which, in terms of his previous 
experiences, he could not deal adequately. 
The relationships were required for his 
continued existence, but within them he 
suffered a decline in his security and self- 
esteem. To engage in a loving relation- 
ship with another is to accept the pros- 
pect of loss, and this the man could not do. 
One may lose the sense of self in isolation 
and also in the anxiety that accompanies 
self-revelation in relatedness. Unable to 
resolve the dilemma of the growing com- 
plexities of his life, he abandoned more re- 
cently acquired adjustive processes, and 
patterns of behavior developed earlier 
became more manifest—the use of angry 
protest, denial, and despair. The intrusion 
into awareness of dissociated symbols in- 
terfered with perception and the func- 
tioning of more sophisticated behavior. 
Much of recent experience seemed to be 
eliminated, as if it had not taken place; 
on occasion the present was dealt with as 
if it were the future, those acquisitions 
which gave rise to it being, for the time, 
disregarded. Although such a reduction 
in the requirements for self-performance 


®°On regression see: Harry Stack Sullivan, “Re- 


gression: A Consideration of Reversive Mental 
Processes,” State Hosp. Quart. (1926) 11:208-217, 
387-394, 651-668. W. A. White, “The Language of 
Schizophrenia,” Arch. Neurol. and Psychiat. (1926) 


16:395-413. 


helped to maintain a sense of security, 
there was an accompanying restriction of 
activity and the use of foresight. Such de- 
cline in effectiveness, when noted by the 
patient, was further provocative of anxi- 
ety, and was then ‘explained’ in terms 
suitable to the expanding paranoid re- 
formulation of living. It is not wise for a 
therapist to appeal persistently to that 
which is currently not in evidence—that 
is, to the declining or absent manifesta- 
tions of recently acquired behavior. In 
other words, he does well to deal with that 
behavior which is available at the time; 
he acts to simplify the current scene, ac- 
cepting an increase in its complexity as 
anxiety diminishes, security increases, and 
the egoistic requirements of the patient 
permit an abandonment of the regressive 
maneuver. 

Mr. X did not, in a literal sense, regress 
to infancy, childhood, or some so-called 
‘primitive’ condition. The more recent be- 
havioral acquisitions were not completely 
lacking. Relationships with others were 
distorted by a reduction in the use of more 
conventional and formal behavior, by an 
increasing reliance on patterns character- 
istic of the early years of life, by more 
open displays of anxiety, fear, and hos- 
tility than are usually seen, and by the 
intrusion into awareness of symbolic proc- 
esses poorly comprehended and not read- 
ily communicable. 


There follows a series of vignettes se- 
lected from scattered periods in the course 
of therany in an effort to illustrate some 
aspects of psychotherapy with a person 
who fears loss greatly, has come to deny 
much of his past, present, and future, and 
has little confidence in the value of human 
relationships. 


VERBALIZATION 


For many months Mr. X had little to 
say to me and would not visit my office. 
When I came to his room, he often told 
me to “get out,” or would himself leave, 
pacing restlessly in the hall and observ- 
ing me with hasty glances. Sometimes he 
sat in his room, his back turned to me, 
showing no obvious response to my occa- 
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sional comments, and acting as if I were 
not present. As I persisted in my visits 
he became angry, rushing to hit me and 
push me away. In resisting I noted that 
as he pushed or struck me, he also tended 
to cling to me, and in our wrestling, ac- 
companied by angry comments, there was 
much touching and growing awareness of 
self and the other. 

There were many hours of his silence 
which I could not alter by my comments. 
Once [15] *° he startled me by saying: “I 
must be a pain in the neck to everyone 
here. This [the silence] must be pretty 
frustrating to you. . . . I really am sorry. 
. .. I feel at a loss for words and have 
nothing to say.” Later he said [20]: “You 
sure are persistent in coming. . . . Must 
we go through this every day? Get out!” 

Such clear and simple statements would 
be followed by silence, or by low-toned 
mumbling that I could not hear clearly. 
He often ended a comment before I could 
grasp its meaning, and at times his re- 
marks, while audible, were simply incom- 
prehensible to me. 

It became evident that Mr. X was judg- 
ing me in terms of my actions, and that 
much that went on between us was not to 
be verbalized. My persistence in coming, 
the regularity of the hours (one to two 
hours every day of the week), the touch- 
ing of each other (acceptable under the 
guise of anger), the sharing of the quiet 
of his room, and the vocal components of 
speech built up a pattern, dependable, pre- 
dictable, and slowly reassuring. Some- 
times the most that a therapist can do is 
to be with his patient; for the moment this 
may be enough, and should not be neg- 
lected. 


SEPARATION 


As tke months passed it became ap- 
parent that Mr. X exhibited more re- 
gressed behavior when some member of 
the ward staff went away for a few days 
or longer, acting as if he had lost an actual 
part of himself and had become ill as the 
result. At the same time he denied any 


% Hereafter the numbers in brackets refer to the 
therapeutic session from which the quotation is 
taken. 


feeling for others and drove them from 
him. It was difficult to persist in the car- 
ing for this man who denied you, as well 
as what you attempted to do. When he 
turned against you, you felt, at least, that 
you were something worthy of being 
openly rejected. When he withdrew in 
his aloof fashion, you felt of no great 
moment, and tended to withdraw in turn 
in an effort to re-establish some sense of 
personal worth. 

The subject of loss and separation could 
not be talked about to any extent for the 
first four years of our work together. 
When on one occasion I mentioned the 
separation from his wife, he attacked me; 
later he said, “There is no loss. I have 
everything. I don’t know what you’re 
talking about.” 

In an effort to deal with this problem 
without direct discussion, I made clear to 
him some of my own comings and goings, 
presenting him with a schedule of my ap- 
pointments with him, and emphasizing my 
anticipated leaving and my expected re- 
turn after a brief absence. For example, 
I would say: “I’m going to the ward 
kitchen for a cup of coffee. I’ll be back in 
five minutes.” On my return I would com- 
ment on my dependability, to which he 
would say nothing, or “So what!” 

In retrospect, the following sequence 
was noted in the staff’s efforts to cope 
with this form of anxiety. 

(1) Although Mr. X was more with- 
drawn and regressed when those known 
to him left, and improved on their return, 
he did not openly recognize the impor- 
tance of the relationships except in verbal 
denial. 

(2) I made some point of telling him 
when someone was leaving, and he 
changed from apparently ignoring what I 
said to denying its validity. I told him 
that a nurse was going on vacation, and 
he said: “That’s not so. I don’t know 
what you're talking about [200].” 

(3) As our relationship developed he 
turned on me, as might a child, and 
blamed me for loss. When a nurse, of 
whom he was obviously fond, left the hos- 
pital, he was enraged at me, saying: “It’s 
all your fault. You cause such bad things 
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to happen. Bring her back. If you can’t 
do that, you’re no use to me. She can’t 
be gone. You bring nothing but trouble. 
Get out! I don’t know who your are. What 
is your name? You’re nothing [330].” 

(4) Later, being able to recognize an 
impending separation, he would protest 
and ask my intervention, saying, for ex- 
ample: “What does he want to leave for? 
Why don’t you stop him? Don’t you have 
any authority around here?” 

(5) Becoming more secure with the pos- 
sibility that separation would be followed 
by reunion, he could say to me (in the 
fourth year): “I wish you didn’t have to 
go—but take care of yourself. I’ll see you 
later.” In the first three years of our 
work he would turn his back on me after 
I had been away, saying: “Get out. You’re 
no good to me. Look what you do to me.” 
In the fourth year he astonished me on 
my return from holiday by shaking my 
hand and saying: “I’m glad to see you 
back.” 

(6) He then spoke of missing people 
and of loss in general. For example, he 
said: “I have lost a great deal. That is 


true. And I am grieved.” And in speaking 
he wept. 

Such sequences have been repeated 
many times, and recurrently the progress, 
recorded here with artificial simplicity, 
seems swept away by recrudescences of 
anxiety and the accompanying denial. 


IDENTIFICATION 21 


In the regressed psychotic state the in- 
adequacy of Mr. X’s identifications with 
others was revealed in the loss of his own. 
Despite its significance I shall do little 
more than mention this topic here. Patient 
and therapist will identify with each other, 
and it will be useful for the therapist to 


1 The following articles are of interest regard- 
ing the concept of identification: A. B4lint, “Identi- 
fication,” Internat. J. Psycho-Anal. (1943) 24:97-107. 
Erik Hornburger Erikson, “The Problem of Ego 
Identity,” J. Amer. Psychoanal. Assn. (1956) 4:56- 
121. Phyllis Greenacre, “Early Physical Determi- 
nants in the Development of the Sense of Identity,” 
J. Amer. Psychoanal. Assn. (1958) 6:612-627. Ralph 
R. Greenson, “The Struggle Against Identification,” 
J. Amer. Psychoanal. Assn. (1954) 2:200-217. Edith 
Jacobson, “Contribution to the Metapsychology of 
Psychotic Identifications,” J. Amer. Psychoanal. 
Assn. (1954) 2:239-262. 


be readily comprehensible as a source of 
identity, for either acceptance or rejection. 

Mr. X grew a mustache, but quickly 
shaved it off when someone observed that 
it looked like mine. He smoked a pipe (as 
do I) but discarded it when I remarked on 
it, returning to the practice a year later. 
For a time he played the role of doctor, 
speaking of himself as a physician (which 
he is not), and seeming to adopt certain 
of my characteristics so that others com- 
mented on his increasing resemblance to 
me, a phenomenon which had escaped my 
observation. 


THE COMPLEXITY OF THE SOCIAL SCENE 


For the first few months in the hospital, 
Mr. X had great difficulty in dealing with 
the complexity of the social structure. He 
was unable to relate adequately with more 
than one person at a time, was sensitive 
to shifts in personnel and ward organiza- 
tion, was disturbed by the multiplicity of 
sounds, was puzzled at the motivations of 
others, and misidentified people. Some of 
his remarks relevant to this topic follow: 
“There is so much going on here—so much 
confusion [109].” “There are so many 
people. I don’t know who they are or 
what they do....I can’t understand 
this. ... People seem to put on acts 
[172].” “I don’t like the confusion [390].” 

In the organizing self-identity there is 
an increase in the ability to distinguish 
the other person as distinct from oneself, 
and also as one who, despite his varying 
forms of behavior, is a single, identifiable 
individual. 

It finally occurred to me that Mr. X 
treated me as different people, depending 
on my dress and mood, reminding me of 
the small child who may not recognize his 
father dressed in unfamiliar clothes, and 
who may respond as if his mother anxious 
is a different person from his mother more 
at ease. I dealt with this reaction by com- 
menting on my mood and dress. For ex- 
ample, I would say: “Here I am again, 
Dr. Will, dressed in a dark suit. I’m angry 
—but not at you—at something that hap- 
pened in a meeting.” Or: “It’s Dr. Will, 
in a sports coat and feeling tired.” Some 
times I openly expressed my anger at him. 
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I would add, “But all the same, it’s Dr. 
Will, no matter what the clothes or mood.” 
If he responded at all, Mr. X would say 
something like, ‘Who cares?,” but I per- 
sisted. 

From the observations so briefly out- 
lined above I favor the following in the 
care of a patient such as Mr. X: 

(1) a simple, predictable environment 
with a small staff that can become known 
to the patient, and a small ward, of five to 
six patients; 

(2) simplified and predictable ward 
routines; 

(3) efforts to explain to the patient the 
details of the environment, the movements 
of personnel, and sequences of cause and 
effect; 

(4) the reduction of obscure power con- 
flicts; 

(5) the reduction of discrepancies be- 
tween what is expressed by the physical 
environment, human action, and the word; 

(6) promotion of a decrease in the pa- 
tient’s feelings of frustration and power- 
lessness by helping him to exert some 
realistic control over his environment; 


(7) the provision of personal posses- 
sions from the patient’s earlier life to help 
him in the reconstruction of identity; 


(8) the provision of experience 
whereby the patient may learn when he 
is and is not responsible for the moods and 
behavior of others, thus forwarding the 
distinction between self and other, and 
the unification of concepts of self and 
other. 

In a number of ways the therapeutic 
situation was not well suited to the needs 
of Mr. X. He was dealt with by a large 
number of personnel, many of whom were 
relatively transient; he experienced loss 
recurrently; he possessed few items for 
personal identity; he moved from one 
room or ward to another; and he had little 
contact with people from his past. Such 
an environment would not be chosen for 
the very small child, and I question its 
usefulness for the regressed patient. 


NEEDS AND DENIAL 


Mr. X denied events particularly trou- 
‘ blesome to him, and when pressed as to 


facts, insisted that a misunderstanding 
existed. I think that denial, used to assist 
or replace dissociation, follows it in de- 
velopment and is largely learned in the 
culture. Mr. X’s denial was massive, op- 
posing the intellectual recognition of facts 
and their affective impact, covering ‘every- 
thing,’ as if in a desperate effort to avoid 
anxiety. He denied his needs, his losses, 
much of his past, present, and future, and 
the functions of others. In his denial of 
others he seemed thoughtless, and they 
felt useless and justified in their with- 
drawal. Denial depends upon perceptual 
distortions, and in attempting to deal with 
it I favor reinforcing the accuracy of per- 
ception, having no hesitancy in attempt- 
ing to clarify my attitudes, behavior, and 
views of the current scene. 

The following summary of an approach 
to the problem of needs is relevant to the 
concept of denial. In an effort to facili- 
tate the recognition of needs this sequence 
was noted: 

(1) Mr. X insisted that he needed noth- 
ing, refusing to accept from me either 
tangible articles, or my words and my 
presence. 

(2) I would identify some need of his 
and then attempt to meet it without com- 
ment. Thus I might bring him food, cof- 
fee, a book, or whatever. At first he an- 
grily rejected such approaches, denying 
the need, throwing away or ignoring the 
proffered object, and telling me to leave. 

(3) In time he came to accept some 
things that he obviously required—such 
as postage stamps—taking these without 
comment, almost as if the entire transac- 
tion were carried on outside of awareness, 
and as if his need did not exist. 

(4) For several months denial was ob- 
scured by an expansiveness and grandi- 
osity. Mr. X was then condescending in 
manner, saying that “everything” be- 
longed to him, and posting signs to indi- 
cate his possession of buildings and the 
very universe itself. His demands seemed 
to be insatiable. We had lunch together 
(in the third year), and he ate with en- 
thusiasm, enjoying the food, the atmos- 
phere of a good restaurant, and the ab- 
sence from the hospital. 
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(5) A period followed in which he 
would take things without asking and 
without paying for them, as if they were 
his by right, or were actual parts of him. 
He often appeared arrogant and thought- 
less, disregarding others in a contemptu- 
ous way that roused much anger in them. 
At this point I openly struggled with him, 
insisting on the distinctions between his, 
mine, and others’. When he took a book 
of mine, refusing to return it and claim- 
ing that it was his, I forcibly retrieved it, 
emphasizing that I would not tolerate cer- 
tain intrusions upon myself. 

(6) When he began to recognize his 
own needs and verbalize them (as I had 
encouraged him to do), I could be more 
frustrating than had been possible previ- 
ously, urging him to express his needs 
directly and conventionally, and to seek 
for their gratification through others than 
myself. 

(7) It was apparent that Mr. X lacked 
the skills of reciprocal role-taking. I then 
emphasized my own needs, as well as 
those of others, indicating that my needs 
were important to me and to him, and 
that what he did was of particular con- 
cern to me. He responded by such com- 
ments as: “I guess that you get tired of 
me. ... It’s hard to think that you can 
worry about me.... Don’t worry too 
much. I’ll be all right.” 

(8) In such exchanges the mutuality of 
our relation grew, again and again to be 
denied by him, and at times by me, as if 
its flourishing were to be eschewed. (It 
should be noted here that the needs of 
both patient and personnel must be met 
if adequate therapy is to be provided. The 
physician who ignores the welfare of his 
staff does so to the peril of his patients.) 


FURTHER REGRESSION 


By the end of the first year the pattern 
of separation—that is, loss—anxiety was 
evident. Mr. X dreaded separation from 
people but spoke only of the loss of things, 
driving away the former and hoarding the 
latter. His personal needs were apparent. 
He ate little, lost weight, kept by himself, 
refused to be bathed or to change his 
clothes, amassed all manner of objects (in- 


cluding his finger nail trimmings and the 
dirt on his body), rejected all attention, 
was mute, and became incontinent of 
urine and feces. Despite his remon- 
strances he was bathed and tube-fed, 
and his room was cleaned. Relationship 
having developed to a small degree, and 
hope having been again aroused, the 
fear of loss seemed intensified and re- 
gression was furthered. In this state he 
received the care that he had not been 
able to accept openly—the feeding, the 
touching, the bathing, the bodily contact 
from which he had been absent so long. 
No longer did we engage in our strange 
fighting. While he lay in pack I sat beside 
him, absent-mindedly patted his arm, and 
talked quietly of irrelevancies as the time 
slid by. 

Much of the growth of our relationship 
was in this fashion, the recognition of 
needs and response covered in part by 
blasphemy, denial, fighting, and confu- 
sion. Needed social contacts were gained, 
as it were, outside of awareness and with- 
out the assumption of personal responsi- 
bility. 

A point of considerable interest, which 
will not be developed here, is the appear- 
ance of regressive phenomena as an ac- 
companiment of the disruption of a devel- 
oping paranoid defensive structure. If 
the paranoid formulation is one of the 
ways whereby the more general schizo- 
phrenic disorganization can be resolved, 
does interference with this process lead 
for a time to less organization, from which, 
if things go well, a less restricted integra- 
tion of personality may form? I am in- 
clined to favor this view, but I do not as 
a corollary recommend efforts to force 
regression and disorganization. The re- 
sults are not likely to be desirable if the 
patient comes to fear the therapist as the 
agent of disaster. 


THE RESPONSE OF THE THERAPIST 


I have not referred extensively to my 
own reactions, but I have been no non- 
participant observer of the passing scene. 
I have attempted to gain some awareness 
of my own feelings and to note discrepan- 
cies between these and my behavior with 
Mr. X, thinking that a persistent marked 





84 


OTTO ALLEN WILL, JR. 





incongruence between what I say, and 
what I do, and what I experience—be- 
tween what I appear to be and what I am 
—will increase his anxiety and encourage 
his withdrawal. 

This therapeutic venture is not ended, 
and I do not know its outcome. At best I 
can only work with determination in what 
is to me an indeterminate field. As I 
read what I have written, I am impressed 
by its distance from the reality of the 
consultation. I know how easy it is (for 
me) to have great and demanding expec- 
tations of therapeutic outcome, and in so 
doing perhaps burden the patient and 
myself with repetitions of a destructive 
past, leading thus to a destructive future. 

Here is an excerpt from a note that I 

wrote at the hundredth hour: 
X was silent during the entire hour. I felt 
anxious and then depressed. I felt unsure 
of myself and inadequate as a therapist. If 
anything goes on with X it moves so slowly 
that I can’t see it. I suppose I’m too vul- 
nerable to rebuff. X gives you nothing and I 
don’t feel that I can give him anything. Ac- 
tually all I wanted to give him today was the 
back of my hand. In this silence a lot of 
doubts about myself come up. I wouldn’t 
mind being “cold” or “unkind” if I could be 
skillful or effective, but there’s not much evi- 
dence of such. I feel isolated. Everything 
that I think and say seems contrived, or ir- 
relevant. Sometimes the entire business of 
“relatedness” and “therapy” seems pretentious 
and nonsensical—just a wordy cover-up for 
hopelessness. 


Such ramblings may be thought of as 
evidence of countertransference, as be- 
ginnings of communication regarding the 
patient’s despair, as signs of “involvement’ 
or of unsuitability for the work. There 
are, of course, notes in another vein, a 
therapist having some persistent confi- 
dence in the human’s tendency to seek 
realization of potential. 


THE CouRSE OF RELATIONSHIP 


The relationship between Mr. X and my- 
self was marked by approach and with- 
drawal, the reciprocity of closeness and 
distance seeming to be required in the 
development of self-identity. Mr. X often 
acted and spoke as if there were no clear- 
cut separation of himself from others. It 


seemed to him that people read his 
thoughts, he experienced the ideas and 
words of others as tangible parts of him- 
self, he was hallucinated, and he com- 
plained of being influenced by poison and 
by a machine.!* Often when we were ap- 
parently at ease with each other, he would 
grow more anxious, acting as if he were 
being intruded upon and were threatened 
with a loss of the sense of self. Negativ- 
ism, withdrawal, and the keeping of se- 
crets served to set boundaries to the self 
—as if in the act of denial and withhold- 
ing, one asserted himself. The setting of 
limits by me and others, at times strenu- 
ously resisted by him, seemed when well 
chosen to serve a similar purpose. 

Some alterations in the patient’s concept 
of himself and others during the first 
three years of our relationship can be il- 
lustrated by the excerpts from his remarks 
which follow. At the beginning of this 
series, he would hit me, walk out of the 
room or push me out, cover his ears so as 
not to hear me, or shout “No” to whatever 
I said. 


I can’t hear you. Go away! [9] I don’t want 
to talk about the past. It’s gone [10]. You 
come here at your own risk, you know. I 
can’t be responsible for your coming [15]. 
Get out! You’re a Fascist. Oh! I didn’t mean 
just that [26]. You’re not interested in me— 
so go away [47]. It’s such a strange world. 
I can’t make any sense of it [51]. I don’t know 
anyone here. A lot of what is said is mean- 
ingless. I think people speak just to make a 
noise [53]. I am not involved with anyone. 
There can be no involvement because there 
is nothing—just emptiness [58]. Everything 
that happens gets connected with me. I don’t 
want to be connected [59]. Sometimes when 
people move, it brings unpleasant thoughts 
into my mind. I don’t understand this [85]. 
I don’t know what you do—or what’s on your 
mind [98]. There’s a misunderstanding. I 
think it began when I first met people [109]. 


122 The concept of the “machine,” developed to some 
extent in our discussions, was in keeping with 
Mr. X’s view of the universe as cold, mechanistic, 
and deterministic. His world had been growing less 
personal; his retreat from human relationship and 
the accompanying fear of loss was leading him into 
the pseudosafety and the loneliness of mechaniza- 
tion. 

For further comments on the “influencing ma- 
chine” see the following: Louis Linn, “Some Com- 
ments on the Origin of the Influencing Machine,” 
J. Amer. Psychoanal, Assn. (1958) 6:305-308. Vic- 
tor Tausk, “On the Origin of the ‘Influencing Ma- 
chine’ in Schizophrenia,” Psychoanalytic Quart. 
(1933) 2:519-556. 
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As our meetings continued, Mr. X 
seemed to experience uncanny feelings, 
indicative of dissociated experience being 
mobilized in the integrating of a rela- 
tionship. He often looked disgusted and 
nauseated as he spoke. 


What is the matter with you? You are re- 
pulsive. I’ve never known anyone just like 
you [109], You make me shudder. I don’t 
know why. It’s everything about you. You 
smell. What’s this all about? You mean noth- 
ing to me. I don’t care about you [140]. I’m 
sick at my stomach. Your coming just brings 
trouble [153]. People act parts. What should 
I do—treat them like people I know or like 
emissaries? Of course, people can resemble 
others without being them [157]. What do I 
have to do to make it so unpleasant that you'll 
go away? [I remained, and there were tears in 
his eyes.] [228] Go away! But remember, I 
can send for you if I need to [253]. I know 
that I have been very ill [he was thin, dirty, 
soiling, and fed by tube]. Thanks for bringing 
these [writing materials]. . . . I’d like to use 
your office some time [261]. You know Mr. A 
{a patient]. He wanted to hit me, but he 
couldn’t. His muscles are a part of me. Some- 
times it seems that I am a part of everyone. 
I even feel that I have created everyone and 
that we are all one.13 . . . Our relationship is 
remarkable. You have become of importance 
to me. But you are destructive....I ama 
teacher, a student, a physician. And so are 
you. ... We become a part of each other. 
That’s destructive because I don’t know where 
I begin or end. I’m lost. Time and space are 
one concept. . .. That’s dangerous. ... Then 
you get too powerful [387]. The last years 
have been chaos. I don’t recall much... . I 
couldn’t understand what went on [389]. So 
much confusion. Everyone uses speech in his 
own way—has a private language. . . . There 
are so many people with different ideas and I 
get confused. . . . You can try to isolate your- 
self, but you have to try to make some sense 
with people. ... Sometimes when I speak 
my ideas go into people and theirs come into 
me and then we are a part of the total scene. 
. . . Then if I can get alone I try to be more 
myself [390]. I have felt responsible for all 
that goes on—as if I had something to do with 
everything that happens [397]. When I came 
here I felt that thoughts were put into my 


43 The following articles are particularly interest- 
ing expositions of such concepts as alterations in 
“ego boundaries,” and “depersonalization.” R. C. 
Bak, “Dissolution of the Ego, Mannerism and Delu- 
sion of Grandeur,” J. Nervous and Mental Disease 
(1943) 98:457-464. Paul Federn, “Depersonaliza- 
tion,” pp. 241-260, in Ego Psychology and the Psy- 
choses (see footnote 7). Iago Galdston, “On the Eti- 
ology of Depersonalization,” J. Nervous and Mental 
Disease (1947) 105:25-39. Thomas S. Szasz, “The 
Psychology of Bodily Feelings in Schizophrenia,” 
Psychosomatic Med. (1957) 19:11-16. 


mind and part of my brain was destroyed so 
that it wouldn’t work. Now the destruction’s 
gone, but I don’t know how that happened 
[432]. I’ll call this place the Cosmopolitan; 
that name doesn’t have such a painful medi- 
cal significance.... You see, I want to ~ 
change the past. I don’t think so much of it; 
I want to eliminate it [433]. I feel that I can 
never recapture what I have lost [444]. 
Thoughts used to come into my mind. They 
didn’t seem to be a part of me. I used to 
think that the food caused it. . . . There were 
odd happenings that I can’t seem to put into 
words. ...I felt that something came up 
the back of my head and twisted the skin 
around. It felt odd. That isn’t it exactly, but 
that’s all I can say about it. . . . Sometimes 
my dreams now are like that [445]. I’m not 
sure you can help in this; these terrible things 
aren’t in your field. You’re only a psychiatrist 
[447]. [He seemed depressed as he said the 
following.] Being depressed is when you get 
crowded into a dark corner and there is no 
out; ahead of you there is nothing but total 
blackness [461]. 


In the course of these months an ef- 
fort was made to distinguish between 
“you” and “me” in various ways, sum- 
marized as follows: 

(1) in physical contact—for example, 
emphasizing “your arm,” as distinct from 
“mine”; 

(2) in objects—distinguishing his book 
and mine; 

(3) in ideas—we were not responsible 
for the thoughts of the other, each having 
a right to his own opinions; 

(4) in our “selves”—each was to have 
his own values and his own identity. 

In all of these contacts—through ges- 
tures and words—opportunity was pres- 
ent for identification, differentiation, and 
relationship. In the earlier part of the 
work attention was very much on the you- 
and-me in the here-and-now, the past, fu- 
ture, and much of the present being inac- 
cessible, and many interpretations of be- 
havior serving only to increase anxiety. 

There was a gradual lessening of de- 
nial, an increase in the ability to deal 
with simple cause and effect, with conven- 
tional spacings of time, and with possible 
alternative explanations of events. The 
use of denial diminished only as some feel- 
ing of security was experienced in the 
present, and for Mr. X with me as thera- 
pist this has been a slow process. Only as 
increasing clarity about the present and 
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assurance in living with it developed, 
could the past and the future be dealt with 
in a less rigid and stereotyped manner. 

As I see it, there has been some inter- 
ference with Mr. X’s regression and his 
trend toward the formation of a paranoid 
system. It is evident that much that has 
gone on has been in terms of mutual act- 
ing and nonverbal exchanges, I think that 
understanding and growth can occur in 
this fashion without as much recourse to 
words as is commonly emphasized in some 
therapeutic efforts. In this sense, insight, 
verbal or not, is a function of action. 

In this treatment procedure there is a 
reality that cannot be avoided, denied, or 
talked away. There are losses that are 
not to be repaired; at best they can be ac- 
knowledged and the grief for them ac- 
cepted. The great anxiety at separation, 
the haunting doubt of self, the ever- 
lurking fear of others, the living at the 


edge of loneliness—such are a part of one 
and may never be gone. Perhaps this is as 
it should be, no man being able without 
guilt to deny his being, or to divest him- 
self entirely of that which has made him 
what he is. 

In psychotherapeutic work there is not 
a ‘recovery’ of health, but only the gaining 
of strength to go on from what has been, 
into an unknown, with, perhaps, increased 
chance for both gain and loss, but with no 
clear prediction of the future. This cour- 
age to exist derives from some semblances 
of security in the past and must gain rein- 
forcement in the present. There lies the 
task. 

As for the self, Mr. X said this: “T’ll tell 
you what my definition of the ego is: It is 
that which becomes apparent when a man 
faces overwhelming odds [411].” 
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Sexual Processes in Schizophreniat 


Harold F. Searles* 


VOLUMINOUS LITERATURE attests to the importance of sexual processes 

in the etiology and symptomatology of schizophrenia. Freud describes this 
illness as involving “a complete abandonment of object-love and .. . a restoration 
of infantile auto-erotism,” and of Schreber’s paranoia he says, “The exciting cause 
of his illness . . . was an outburst of homosexual libido . . . and his struggles against 
this libidinal impulse produced the conflict which gave rise to the pathological phe- 
nomena.” Sullivan describes schizophrenic panic as traceable to “the failure of 
dissociations which were connected with, and made possible, the sublimation of the 
undissociated components of the sexual drives.”* Bleuler, Rosen, Macalpine and 
Hunter, and others note that schizophrenic patients regularly show confusion as 
regards their sexual identity, and Katan asserts that “... in its deepest nature, 
schizophrenia arises from a bisexual conflict, and this bisexual conflict eventually 
leads to a state where the heterosexual factor is relinquished.” ¢ 


I, for one, would not wish to attribute 
such a keystone role to sexual factors in 
schizophrenia—would not hold of lesser 
importance such affective components as 
tenderness, compassion, grief, rage, and 
so on. But I have found it instructive to 
explore sexual factors as comprising one 
of those major threads which, when care- 
fully traced through various phases of the 
patient’s life—his infancy and childhood; 
the period of onset of his illness, usually 
in young adulthood; the years of his ad- 
vancing schizophrenic illness; and the 
years of resolution of the illness in the 
course of therapy—help to link otherwise 
patternless data and to reveal continuity 
in the over-all path which he has followed. 

My first point of discussion will have 


to do with the circumstance that, as the 
preschizophrenic adolescent or young 
adult becomes pressured by biological 
maturation and by social forces toward 
genital erotic relatedness with another 
person, unresolved pregenital conflicts— 
conflicts having to do with infancy and 
early childhood—emerge in so formidably 
threatening a fashion that they can be 
coped with, eventually, only by psychotic 
defenses. Secondly, I shall describe the 
etiology of these crucial pregenital con- 
flicts; and, lastly, sketch their manifesta- 
tions, and eventual resolution, in the 
transference developments which unfold 
over the course of successful psycho- 
therapy. 

The pregenital strivings are to be con- 
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sidered not as merely auxiliary to, but 
rather as fundamental to, adult genital 
interaction. This is in line with Ferenczi’s 
view, expressed in 1923, that orgasm arises 
from a blending of erotisms from all the 
erogenous zones. He suggests that “geni- 
tality is a summation of instinct compo- 
nents . . . and of excitations of the eroto- 
genous zones,” and he points out that “in 
the child every organ and every organ 
function subserves gratificatory strivings 
to an extensive degree.” 5 

One readily sees behavioral, anatomi- 
cal, at.1 physiological similarities between 
genital intercourse and the nursing situ- 
ation, for example—similarities which 
would tend to call forth, in intercourse, 
any repressed conflicts having to do with 
the nursing era. These similarities include 
the intense, nonverbal, mutual absorption 
in physical intimacy, the insertion of a 
fleshy appendage into a bodily orifice, and 
the central feature of transmission of a 
milky secretion from the body of one part- 
ner to that of the other. Similar, too, is 
th ego-state of the participants—the re- 
linquishment of ego-boundaries at the 
climax of intercourse, so evocative of the 
undifferentiated stage of ego-development 
in the young infant, and of the lack of 
ego-boundaries between the mother and 
her nursing infant. As Ferenczi vividly 
describes it, 

... the acts preparatory to coitus... 
have as their function the bringing about of 
an identification with the sexual partner 
through intimate contact and embraces. Kiss- 
ing, stroking, biting, embracing serve to ef- 
face the boundaries between the egos of the 
sexual partners, so that during the sex act 
the man, for example, since he has as it were 
introjected the organ of the woman, need no 
longer have the feeling of having entrusted 
to a strange and therefore hazardous environ- 
ment his most precious organ .. .® 


I would emphasize that it is to the ex- 
tent that one’s mother, in one’s early 
months as a largely undifferentiated in- 
fant, did indeed present one with a 
“strange and hazardous environment,” by 


5S. Ferenczi, Thalassa. A Theory of Genitality, 
translated by H. A. Bunker; New York, Psychoana- 
lytic Quarterly, 1938; p. 97. (First published in 
German in 1923.) 

®See footnote 5; p. 17. 


reason of deep ambivalence and much 
dissociation of feelings, that one tends to 
experience such a threat, now, in moving 
toward the boundaryless state of sexual 
orgasm. A brief examination of the Schre- 
ber case will help to highlight this point. 

Freud ascribes Schreber’s illness to a 
welling up of homosexual feeling referable 
originally to Schreber’s relationship with 
his father and focused, in the illness, upon 
his physician, Flechsig, as a father-figure; 
it is striking that, in his whole lengthy 
account of, and interpretation of, Schre- 
ber’s illness, Freud nowhere raises any 
conjecture as to the possible importance 
of the patient’s relationship with his 
mother.’ But Robert B. White, of the 
Austen Riggs staff, adduces formidable 
evidence that “a mother-figure is prom- 
inently, though symbolically, represented 
[in the patient’s delusional system] and 

. . conflict over voracious, primitive oral 
impulses toward that mother-figure is an 
important feature of his psychosis.” * This 
evidence comes primarily from his perusal 
of Schreber’s own account of his illness— 
the account upon which Freud based his 
study, and which was not translated into 
English until 1955.9 White not only in- 
terprets this clinical material in a fas- 
cinating way, but provides a scholarly 
résumé of the extensive literature which 
is relevant to the Schreber case and, there- 
fore, to my own subject. 

After having read White’s article, I, in 
turn, studied Schreber’s memoirs—a proj- 
ect which, incidentally, I strongly recom- 
mend to others; so far as I know, this 
brilliant, articulate man’s account of his 
own schizophrenic illness has never been 
equalled. In Schreber’s document one 
finds, indeed, an abundance of symbolic 
material indicating an unfulfilled yearning 
for infantile gratifications. Flechsig and 
God are the two most prominent figures 
in his delusional system; and of his sub- 
jective contacts with God, he says that 
“voluptuousness streams so mightily into 
me, that my mouth is filled with a sweet 

7™See footnote 1. 

®R. B. White, “The Mother-Conflict in Schreber’s 
Psychosis.” Dr. White has kindly allowed me to read 
this paper prior to its publication in The Interna- 


tional Journal of Psycho-Analysis. 
*See Macalpine and Hunter, footnote 3. 
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taste” (p. 250), and he rejoices at another 
point that he, who had no belief in God 
prior to his illness, should have “sucked 
from his fingers” (p. 296) that unique 
knowledge of God which was conveyed to 
him in his illness. 

White, in his summary, states that “the 
basic defense which Schreber used .. . 
was that of projection—accusing God of 
needful, greedy, potentially destructive, 
oral longings for Schreber when in fact 
it was Schreber’s jealous, possessive long- 
ing for God which . . . threatened to de- 
stroy the entire world and even God him- 
self.” He ascribes the original frustration 
of Schreber’s oral needs to the interven- 
tion of the father, an eminent physician 
and one of Germany’s leading authorities 
on nursing, who held that babies during 
the first year of life must learn “the art 
of renouncing,” and who carried out in 
full, with his own infant and the nursing 
mother, the cruelly stern program he had 
devised for teaching the infant to become 
stoical in face of oral needs, a program 
which included deliberate tantalization of 
the infant when he was crying with hun- 
ger. White hypothesizes that the mother 
wanted to give to the infant, but was re- 
strained by this domineering, stern father 
who is, indeed, remarkably easy to hate 
as one reads about him. 

White conjectures briefly, concerning 
the mother, that “she, as well as her hus- 
band, may have been highly ambivalent 
and inconsistent in her behavior toward 
her infant,” and this is one aspect of his 
interpretation which, in my opinion, could 
well be expanded. My own perusal of 
Schreber’s memoirs leaves me in no doubt 
that Schreber’s mother possessed, in real- 
ity, strong, repressed cannibalistic striv- 
ings toward her infant son, was greatly 
anxious lest uninhibited closeness with 
him would destroy him or her, or both, 
and used the powerfully forbidding and 
intrusive father as the instrumentality for 
acting out her own unconscious negative 
feelings toward her son, as well as for 
providing a mutually protective barrier 
between her and the baby. There are 
abundant data supporting this interpreta- 
tion, as well as suggesting that Schreber, 


in his illness, identifies with his mother’s 
repressed destructiveness. Only brief sam- 
ples of these data can be given here. 

First, there is the already described in- 
trusion by the father into the nursing situ- 
ation. My clinical experience has shown 
me, over and over, that when an overtly 
dominant father thus arrogates to himself 
the mothering function, one ingredient in 
this situation is a mother who has an 
unconscious view of herself as potentially 
lethal to her infant if uninterrupted in- 
timacy were permitted, and who therefore 
subtly encourages the husband’s inter- 
vention.’° 

Secondly, whereas for a long time, in 
his delusional state, Schreber saw the 
father-figure Flechsig as his only real 
enemy, and regarded “as my natural ally 
God’s omnipotence” (p. 77), he came later 
to realize that “there is something rotten 
in the state of Denmark—that is to say 
in the relationship between God and man- 
kind” (p. 164)—-between, I would trans- 
late this, his mother and himself. And by 
the time he came eventually to write his 
memoirs, it dawned on him that “God 
Himself must have known of the plan, if 
indeed He was not the instigator, to com- 
mit soul murder on me...” (p. 77). 
Suggestive of his having had a deeply 
ambivalent mother is his description, at 
another point, of God (that is, his mother) 
as “two distinct beings,” an upper God and 
a lower God (p. 127), and although he 
says, “I could not get myself to believe 
that God harboured really evil intent to- 
wards me” (p. 129), in still another place 
he says, “The lower God’s behaviour 
towards me has since been generally 
friendly, that of the upper God much 
more hostile” (p. 151). During his illness, 
he spends most of his time in efforts to 
recapture, or maintain, a voluptuous 
“nerve-contact” with God, and he de- 
scribes “God’s realms” as being depleted 
by this, and God as struggling “to avoid 
the fate of having to perish in my body 
with more and more parts of his totality” 
(p. 150). To me this is as suggestive of his 

1H. F. Searles, “Positive Feelings in the Rela- 


tionship Between the Schizophrenic and His Mother,” 
Internat. J. Psycho-Anal. (1958) 39:569-586. 
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having indeed had a mother who was 
afraid of closeness with her infant, as it 
is of his own internal conflicts about oral 
needs, which are so well documented by 
White. My interpretation is in line with 
the findings concerning persecutory delu- 
sions by Beckett, Johnson, and their col- 
leagues, who show that these reflect, in 
a disguised but nonetheless accurately de- 
tailed fashion, real-life traumata which 
the patient has suffered at the hands of 
his parents.1* 

In my experience, the child defends 
himself against mutual ambivalence of 
such degree in the relationship with the 
mother by the perpetuation, into chrono- 
logical adulthood, of a symbiotic related- 
ness with her and by the retention—in- 
herent in this same process—of fantasied 
infantile omnipotence. With, later on, the 
maturation of the anatomical and physio- 
logical sexual apparatus, a sexual differen- 
tiation comes to be required at a psycho- 
logical level, too, the acceptance of oneself 
as either male or female, which runs 
counter to the infantile fantasy of being 
both—of being, in fact, the whole per- 
ceived world. But such differentiation is 
one of the basic requirements of the over- 
all individuation process, and certainly 
only a person whose individuality has be- 
come solidly formed can dare to enter into 
the closeness involved in a genital-love 
relationship, which extends into subjec- 
tive oneness during such transitory relin- 
quishments of ego-boundaries as Ferenczi 
describes. The person still largely in- 
vested in a symbiotic relatedness with a 
parent is psychologically unready to meet 
this maturational demand. For him, if 
the advent of genital lust—which is nor- 
mally a trump card in the young person’s 
struggle toward individuation—does en- 
able him to emerge from that symbiosis, 
he has to face not only the usual chal- 
lenges of his chronological age, but also 
the previously repressed emotions, arising 

Peter G. S. Beckett, and others, “Studies in 
Schizophrenia at the Mayo Clinic. I. The Signifi- 
eance of Exogenous Traumata in the Genesis of 
Schizophrenia,” Psycniatry (1956) 19:137-142. Ade- 
laide M. Johnson, and others, “Studies in Schizo- 
phrenia at the Mayo Clinic. II. Observations on 


Ego Functions in Schizophrenia,” Psycuiatry (1956) 
19:143-148. 


from the relationship with the parent, 
against which their symbiosis had been 
protecting them—for example, murderous 
rage, envy, and pregenital lust. Moreover, 
the loss of this symbiotic relatedness en- 
tails the loss, too, of the foundation of his 
sense of identity. 

If the mother-infant relationship has 
been particularly seriously disturbed, the 
symbiotic relatedness may be more promi- 
nent between the girl or boy and the 
father. With two of my female patients 
it has become clear that a symbiotic rela- 
tionship with an adored father was shat- 
tered when the girl’s becoming, physio- 
logically, a woman confronted her and her 
father with an incestuous threat too great 
to permit their former “closeness.” In 
each instance, the girl then became psy- 
chotic in face of the evidence that the 
father, all along, had loved her not for 
herself but only as an extension of him- 
self, and that he envied her separate femi- 
ninity. She was thus thrown back, deeply 
confused now about her identity, into the 
earlier, deeper conflicts in relation to her 
mother, against which the symbiosis with 
the father had been functioning as a 
defense. 

Typically, whether the symbiosis more 
discernibly involves the mother or the 
father, so little individuation has occurred, 
and pregenital erotic interest toward the 
mother has been so rigorously kept from 
awareness, that when the genital drive 
begins to assert itself, it has not only an 
incestuous object—namely, the mother— 
but also an incorporatively pregenital, 
rather than maturely genital, quality. 
Thus the adolescent or young adult reacts 
with terror to this drive, as impelling him 
not toward individuation, but, rather, 
toward dedifferentiation, toward being ab- 
sorbed or swallowed up in a mother-infant 
relatedness whose emotional concomitants 
were long ago repressed, have not under- 
gone subsequent maturation, and are now 
emerging in their original primitive form. 
By contrast, a healthier parent-child rela- 
tionship would have permitted much freer 
recognition of, and in fact would have 
been nourished by, the participants’ mu- 
tual erotic interest, as the offspring pro- 
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gressed from orality to genitality.1*2 But 
in those infant-mother relationships which 
lead eventually to schizophrenia, the 
mother has to repress her ‘erotic interest 
toward her offspring—which, I presume, 
even in normal instances is predominantly 
cannibalistic in quality—and project it on 
to the infant, whom she therefore comes 
to perceive as being glandularly over- 
sexed; and, in.addition, she acts out this 
basically natural cannibalistic interest by 
a kind of smothering, devouring, individ- 
uality-constricting mothering of him. 

For a number of reasons, he is unable 
to develop a realistic body image. His 
mother’s repressed hostility toward him 
has a castrative or even dismembering im- 
pact upon his developing body image. 
Moreover, in a setting of the symbiosis 
with his poorly integrated mother, he in- 
trojects various of her warded-off emo- 
tional attitudes and concepts of herself; 
some of these introjects bear strong sex- 
ual tags or labels, as it were, and in any 
case they are indigestible by his own ego. 
Much later on, in adolescence or young 
adulthood, the boy’s struggle to become a 
man is hampered by an introject of his 
mother’s warded-off femininity or of her 
phallically destructive strivings; or the 
girl’s struggle to become a woman is com- 
plicated by an introject of the phallic 
mother, or, in some instances, of a father 
who, for some of the reasons I have al- 
ready suggested, early usurped the sym- 
biotic-mother role. The weaker the ego, 
the more likely it is that the lust will be 
experienced as a function not of the self 
but of the introject—as something alienly 
lustful and, further, contradictory to the 
person’s own sexual identity, such that 
the boy may sense a lustful female within 
him, or the girl, a lustful male. 

A third, very powerful reason for basic 
distortions in the body image springs from 
the infant’s and child’s counterhostility in 
the face of such circumstances. Starcke, 
in a brilliant paper in 1921,1* describes 
weaning, even in normal development, 


2H. F. Searles, “Oedipal Love in the Counter- 
transference,” Internat. J. Psycho-Anal. (1959) 40: 
180-190. 

1% A, Stircke, “The Castration Complex,” Internat. 
J. Psycho-Anal, (1921) 2:179-201. 


as constituting a primal castration, since 
for the infant it is experienced as the 
loss of the mother’s breasts which had 
been felt, erstwhile, as his own. This is 
undeniable, yet only in those instances 
where the weaning is pathologically trau- 
matic does a castrated body image actually 
result. Clinically, one finds that the pa- 
tient, schizophrenic or otherwise, is sub- 
jectively emasculated or ‘defeminated’ to 
the degree that he or she possesses unre- 
solved, repressed destructiveness toward 
the breast and other attributes of the 
mother. I do not believe that in healthy 
development the breast is subjectively de- 
stroyed by the infant and his potential 
body image to that degree crippled; but 
rather the loss of the breast is worked 
through and the breast is internalized as 
a crucial contribution to his own develop- 
ing body image—and, above all, to its sex- 
ual components. 

Incidentally, as regards the matter of 
introjects, I have found some evidence 
that, for precariously integrated pre- 
schizophrenic adults, the experience of 
being possessed by sexual lust, such as is 
so essential to orgastic experience, is 
frighteningly similar to being possessed 
by—their behavior uncontrollably gov- 
erned by—introjects from one source or 
another. Further, in two of my female 
patients who manifested marked ego-frag- 
mentation for years, it became clear that 
the concept of sexual entry was subjec- 
tively indistinguishable from the experi- 
ence of feeling invaded and taken over by 
introjects. In each of these instances, as 
the patient became aware, after much 
progress in therapy, of the presence of 
these introjects—experienced by her, of 
course, aS an actual physical presence 
within her—she was bewildered as to how 
the introjected person had gotten there, 
and could only conclude that it was some- 
how the result of rape. 

Weiss has pointed out that, not only for 
the girl but for the boy, the initial identifi- 
cation with the mother is basic to the 
establishment of a sexual identity.1* He 
has emphasized that it is necessary for the 


14 Edoardo Weiss, “The Phenomenon of ‘Ego Pas- 
sage,’” J. Amer. Psychoanal. Assn. (1957) 5:267-281. 
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boy to externalize the mother-image, in 
order to attain masculinity, as the girl 
must externalize the father-image to at- 
tain femininity. One finds that various 
identificatory needs, unfulfilled in child- 
hood years, may dominate the scene when 
physical maturation is occurring. Thus 
the youth, finding himself drawn toward 
male identificatory figures, develops the 
frightened conviction that he is basically 
homosexual, and the girl, finding one or 
another female identificatory figure more 
fascinating to her than any of the men 
she knows, is similarly horrified by what 
she feels to be evidence of Lesbianism in 
herself. 

The great problem of the preschizo- 
phrenic person, of course, is that, in keep- 
ing with the perpetuation, at an un- 
conscious level, of the undifferentiated 
mother-infant stage of ego-development, he 
has not achieved any deep-reaching sexual 
differentiation of himself and perceived 
others into either male or female. The 
struggle to achieve such differentiation is 
probably one of the internal causes for his 
conception of all possible human feelings 
and behavior traits as bearing, like all 
French nouns, some sexual label. Such 
judgments have been fostered in his super- 
ego-development, by parents who were 
themselves insecure about their sexual 
identities, and who inculcated in the son 
the erroneous idea that, for example, gen- 
tleness and a love for artistic things are 
feminine qualities, or in the daughter the 
notion that assertiveness and practicality 
are masculine attributes. Such notions, 
when applied not only to these few human 
qualities but extended over the whole 
range of psychological experience, and 
when applied not to the moderate degree 
found in the background of the neurotic 
person but invested with all the weight 
of actual biological attributes, have much 
to do with the person’s unconscious re- 
fusal to relinquish, in adolescence and 
young adulthood, his or her fantasied in- 
fantile omnipotence in exchange for a sex- 
ual identity of—in these just-described 
terms—a “man” or a “woman.” 

It would be like having to accept, out 
of a whole patchwork quilt of emotions 


and developing personality traits, only 
certain scattered ones as salvageable, 
while having to relinquish all the rest, 
and to see the whole fabric ruined in the 
bargain. A person cannot deeply accept 
an adult sexual identity until he has been 
able to find that this identity can express 
all the feeling-potentialities of his com- 
paratively boundless infancy. This implies 
that he has become able to blend, for ex- 
ample, his infantile-dependent needs into 
his more adult erotic strivings, rather 
than regarding these as mutually exclu- 
sive in the way that the mother of the to- 
become-schizophrenic infant frightenedly 
feels that her lust has no place in her 
mothering. Another difficult facet of this 
situation resides in the preschizophrenic 
boy’s conviction, based on his intrafamilial 
experiences, that he can win parental love 
only if he can become—or, perhaps, at an 
unconscious level remain—a girl; accept- 
ing a male identity, becoming subjectively 
a man, is tantamount to giving up all hope 
of ever being loved. And comparably, to 
the preschizophrenic girl, sexuality as a 
woman is equated with the abandonment 
of the hope of being loved. 

Concerning the warped experiences these 
persons have had with the Oedipal phase 
of development, I wish to call attention 
to two features. First, the child whose 
parents are more narcissistic than truly 
object-related is faced with the basically 
hopeless challenge of trying to compete 
with the mother’s own narcissistic love 
for herself, and with the father’s similar 
love for himself, rather than being pre- 
sented with a competitive challenge in- 
volving separate, flesh-and-blood human 
beings. Thus, I recall one young man’s 
descriptions, given in a tone of helpless 
jealousy, of his psychotic mother’s talking 
adoringly with Jesus Christ—the latter 
being in actuality, of course, unbeknownst 
to him, but a narcissistically adored, pro- 
jected aspect of her own ego. I recall 
coming to feel similarly helpless jealousy 
of the hallucinations with which one of 
my hebephrenic patients enjoyed, month 
after month, such an apparently lively 
and warm intimacy, leaving me out in the 
cold. And I may as well add that, when I 
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confessed to him that I felt so, he did 
respond to me, this time: he said, care- 
fully, “You’re jealous of my hallucina- 
tions?” Small wonder that schizophrenic 
patients are convinced their therapists are 
crazy! 

Secondly, concerning warped Oedipal 
experiences, I wish to point out that in- 
sofar as the parents have succeeded in 
achieving object-relatedness, this has often 
become only weakly established at a geni- 
tal level, so that it remains much more 
prominently at the mother-infant level of 
ego-development. Thus, the mother, for 
example, is much more able to love her 
infant son than her adult husband, and 
the Oedipal competition between husband 
and son is in terms of who can better be- 
come, or remain, the infant whom the 
mother is capable of loving. And, when 
the infant becomes chronologically a 
young man, having learned that one wins 
a woman not through genital assertive- 
ness but through regression, he is apt to 
shy away from entering into true adult 
genitality, and be tempted to settle for 
what amounts to a ‘regressive victory’ in 
the Oedipal struggle. 

Not infrequently the schizophrenic ill- 
ness is precipitated in a setting of rejection 
in a love affair. I have found that more 
traumatic to the young person than this 
rejection itself has been his family’s reac- 
tion to this first adultlike extrafamilial 
love-relationship—their shocking disre- 
gard for the meaningfulness of his love, 
their disillusioning inability, basically, to 
let him emerge from the family symbiosis. 
One of my patients was told by each of her 
parents, separately, not long before the 
onset of her illness, that they hoped she 
would never marry, because the family 
had such good times together; and the 
father told me with quiet satisfaction, on 
transferring his hebephrenic daughter to 
our hospital, “My daughter has had two 
love affairs that didn’t materialize, I think 
fortunately for her. We're always sur- 
prised at the selection she makes,” going 
on to describe one suitor as being a some- 
what unsettled young man, and the other 
as having an inauspicious social back- 
ground. Such parents minimize the mu- 


tual feeling-investment in these unhappy 
love affairs, and we therapists are too 
ready to call them “autistic love affairs,” 
thus precluding their ever being seen in 
their true significance. In a number ot 
instances where I initially thought this 
label applied, I came eventually to find 
that the “autistic love affair” had actually 
involved repeated dating, proposals of 
marriage, and unmistakably genuine love; 
but the parents had been too insecure to 
regard it as anything but hollow or im- 
aginary. 

Freud, in his paper in 1931 entitled “Fe- 
male Sexuality,” expresses his surprise at 
having found, behind the girl’s intense 
attachment to the father, evidence of an 
earlier phase of “equally strong and pas- 
sionate attachment exclusively to the 
mother,” and he compares this with the 
surprise attendant upon the discovery, in 
archaeology, of the Minoan-Mycenaean 
civilization behind that of Greece. He goes 
on to say, 


Everything connected with this first mother- 
attachment has in analysis seemed to me so 
elusive, lost in a past so dim and shadowy, 
so hard to resuscitate, that it seemed as if it 
had undergone some specially inexorable re- 
pression. But possibly I have received this 
impression because, when I have analysed 
women, they have been able to cling on to 
that very father-attachment in which they 
took refuge from the early phase [of mother- 
attachment] of which I am speaking... .15 


My impression is that Freud himself 
clung to this father-transference role in 
order to avoid facing the anxiety associ- 
ated with his patients’ working through 
their earlier conflicts in relation to him as 
a mother in the transference. This is a 
clue, I think, to why Freud considered 
schizophrenic patients, in whom the reso- 
lution of such conflicts is crucial, to be 
insusceptible to psychoanalytic therapy. 
Sechehaye, Eissler, Schwing, and many 
other therapists in the field of schizo- 
phrenia are in agreement concerning, as 
Hayward and Taylor say, “the absolute 
necessity for a happy infantile experience 
with a good mother before the patient can 


1% Sigmund Freud, “Female Sexuality (1931),” in 
Collected Papers 5:252-272; London, Hogarth, 1950; 
p. 254. 
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begin to grow toward adult reality.” ?* But 
the anxiety, for both participants in the 
therapeutic situation, attendant upon the 
transference-reliving of the early infant- 
mother conflicts makes the reaching of 
this ancient stratum as difficult as it is 
essential. 

In the first place, the patient’s libidinal 
strivings dating from the genital level of 
ego-development are poorly integrated 
with, rather than being in coherent har- 
mony with, those traceable to the much 
earlier oral phase. Thus, one of my female 
patients, on an auto ride with a nurse and 
myself, seemed agreeable to my stopping 
for ice cream cones for each of us; but 
when hers was proffered to her, she 
showed both a hungry oral yearning for 
it and an anxiety as though it were a penis 
about to rape her. On other occasions, she 
would approach me like a dependent little 
child; but suddenly I would find that our 
relatively comfortable parent-child close- 
ness had switched into what felt to be a 
completely incompatible adult-lustful re- 
latedness. When I finally became able, 
after many months of therapy, to relate 
myself to both the adult woman and the 
very young child in her, she exclaimed in 
delight, “So you’ll meet me on the first 
and fourteenth floors!” 

The patient’s inability to differentiate 
between fantasy and reality complicates 
matters; Sullivan has mentioned, for ex- 
ample, the prominence in schizophrenia 
of sexual dreams which are experienced 
by the patient as real assaults.17 Some- 
times the therapist, over the long run, 
loses to a degree this distinction also, and 
reacts to his sexual fantasies concerning 
the patient with as much anxiety and guilit 
as though they were illicit consummations 
in behavioral reality. One hebephrenic 
woman kept trying to get me to elope with 
her to Florida, and in various ways chided 
me for being so stodgy. In one session I 

%M. A. Sechehaye, Symbolic Realization; New 
York, Internat. Univ. Press, 1951. K. R. Eissler, 
“Remarks on the Psycho-Analysis of Schizophrenia,” 
Internat. J. Psycho-Anal. (1951) 32:139-156. Gertrud 
Schwing, A Way to the Soul of the Mentally Ill; 
New York, Internat. Univ. Press, 1954. Malcolm L. 
Hayward and J. Edward Taylor, “A Schizophrenic 
Patient Describes the Action of Intensive Psycho- 
therapy,” Psychiatric Quart. (1956) 30:211-248; p. 35. 


Harry Stack Sullivan, Clinical Studies in Psy- 
chiatry; New York, Norton, 1956; see p. 162. 


sensed, with relief, that she was trying 
merely to get me to unbend and share 
such an experience with her in fantasy, 
whereupon I confessed, “Well, if you’re 
thinking of this in terms of fantasy, I’ve 
already had intercourse with you several 
times in fantasy so far this hour!” To this 
she responded, with such pleasure as I 
had rarely seen in our often despair-filled 
years of work, “Progress has been made in 
this room!” 

This vignette brings up the point, too, 
that as the patient and therapist encounter 
prolonged periods of mutual despair at 
ever resolving the illness, both experience 
powerful urges to give up the difficult 
struggle toward a genuinely psychothera- 
peutic goal, and to settle for a much more 
primitive goal of finding sexual satisfac- 
tion in one another. One may see this 
phenomenon when mutually gratifying 
investigative work is interrupted, for long 
weeks or even months, by a recrudescence 
of the patient’s defensive withdrawal. The 
therapist, having tasted the pleasures of 
carrying on a relatively high order of col- 
laborative therapeutic investigation with 
this difficult patient, now has reason to 
feel that such gratifications are irretrieva- 
bly gone, and he is apt to be preoccupied 
more than usual by sexual feelings to- 
ward, and fantasies about, the withdrawn 
patient. Such sequences suggest the ex- 
tent to which the gratifications of psycho- 
therapeutic or psychoanalytic work ** rep- 
resent sublimations of libidinal impulses, 
which break down, for varying periods of 
time, during such periods of withdrawal— 
more accurately described as mutual with- 
drawal—in the relationship between pa- 
tient and therapist. Just as sexual be- 
havior by a schizophrenic person may 
represent his last-ditch attempt to make 
or maintain contact with outer reality, or 
with his own inner self—one paranoid 
woman described the dreaded feeling, in 
retrospect, of being “completely severed 
from yourself’—so the therapist’s sexual 
feelings toward the withdrawn patient 
may be, in part, an unconscious effort to 

1% As described in Thomas S. Szasz, “On the Ex- 
periences of the Analyst in the Psychoanalytic Situa- 
tion: A Contribution to the Theory of Psychoana- 


lytic Treatment,” J. Amer. Psychoanal. Assn. (1956) 
4:197-223. 
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bridge the psychological gulf between 
them, when more highly refined means 
have failed. 

Further, the deeply regressed patient 
may have so much difficulty with com- 
munication on a verbal, or even a gestural, 
level, that he tends to resort to physical 
contact with the therapist, in one fashion 
or another, as a mode of communication; 
and the touching which this involves, al- 
though having a much more generous 
place in such therapy than in the analysis 
of neurotic patients, does tend to arouse 
intrusive sexual feelings in both partici- 
pants. Then, too, the therapist often has 
reason to feel that, even by the standards 
of ordinary social relations, the isolated 
schizophrenic patient’s life, between ther- 
apeutic sessions, includes no relationship 
which compares in intimacy with the one 
which the patient has with him, so that 
any exploration of sexual material tends 
to proceed in a relatively highly charged 
atmosphere. 

Finally, there is the formidable threat 
to the therapist’s sense of sexual identity, 
arising from the patient’s projection upon 
him of confusion or lack of differentiation 
in this regard; and, particularly for the 
male therapist, from the patient’s intense 
reactions to him as a mother in the trans- 
ference. It requires some of these patients 
several years to become clear about their 
own, and their therapist’s, sexual identity. 
The patient thrives to the extent that the 
therapist can be unanxious when being 
viewed as, and subjectively being, a full- 
breasted, lactating mother to the nursing- 


infant patient, or—in keeping with the 
poorly differentiated mother-infant situa- 
tion being revived in the transference— 
when feeling himself to be in the infant 
position, in relation to the patient as a 
nursing mother.’® Loewald, Bak, and 
Katan 7° have described how deep-seated 
is our fear of ego-loss—or, in the words of 
Bak and Katan, castration or emasculation 
—which arises from our unconscious wish 
to identify with the mother of our early, 
relatively undifferentiated infancy. Suc- 
cessful therapy with the schizophrenic pa- 
tient both requires and, through repeated 
exposure, facilitates the therapist’s becom- 
ing free from such anxiety. He is then 
rewarded by the full emergence of the Mi- 
noan-Mycenaean stratum of the transfer- 
ence, comprised basically of Good Mother- 
thriving infant relatedness, in which the 
lustful and destructive feeling-compon- 
ents of the Bad Mother have become 
largely transformed into, and in any event 
safely subordinated to, a feeling of bound- 
less love—the only soil, in my experience, 
from which the patient’s healthy ego-dif- 
ferentiation and maturation can subse- 
quently grow.*4 
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Identity Definition and Role Demand in the 
Hospital Careers of Schizophrenic Patientst 


Donald L. Burnham* 


PATIENT once began his career at Chestnut Lodge by presenting his profes- 
A sional card, engraved with his name and the words, “Concert pianist and horse 
trainer.” Although all patients do not make such a clear and dramatic effort to define 
and assert their identities, identity definition is sure to be a central concern at the 
beginning of and throughout their hospital careers. This paper considers how the 
schizophrenic patient’s efforts to define his identity may be complicated by the 


demands of the role of patient within the hospital social structure. 


Let me briefly define my use of the 
terms identity and role. I use identity in 
the sense most cogently developed by 
Erikson‘ to refer to a person’s organized 
and enduring conception of himself and 
his place in the social scheme of things. 
By patient role I refer to the place which 
others—in particular, the hospital staff— 
assign him, and the behavior and attitudes 
which they expect him to manifest by vir- 
tue of his status as a patient. Thus iden- 
tity definition refers to the patient’s side 
of the interaction, and role expectations 
and demands to the staff’s side. I shall 
present the thesis that conflict between 
these two aspects of the interaction may 
drastically affect the patient’s hospital 
course, and that serious lack of fit be- 
tween the two may disrupt his total ego 
organization. 

To describe how this identity definition- 
role demand conflict may arise, I shall 
discuss each side in turn. Identity defi- 
nition is a lifetime task for everyone and 


1Erik H. Erikson, “Identity and the —_ Cycle,” 
Payschatagions Issues (1959) Vol. 1, No. 1. 


progresses through various phases and 
developmental crises. The clarity and sta- 
bility of a person’s identity is an index 
of the stability of his total personality 
organization and the nature of his adapt- 
edness to his environment. If he has se- 
vere id-ego-superego conflicts, his identity 
will be correspondingly unclear and un- 
stable. Likewise, if he has failed to estab- 
lish a satisfactory fit between himself and 
his environment, his identity will be pre- 
carious. The usual candidate for the role 
of mental hospital patient is in precisely 
this predicament. He lacks a clear, stable 
answer to the question “Who am I?” Fur- 
thermore, his conception of who he is is 
usually incongruent with his conception 
of what others expect him to be. 
Already uncertain as to who he is, hos- 
pitalization confronts him with a new 
crisis. Now he must formulate answers 
to the questions, “Who am I in this situa- 
tion?” and “What is expected of me here?” 
He is likely to approach these questions 
with a mixture of fear, disappointment, 
discouragement, and faint flickerings of 
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hope. He may be prepared to sink into 
abject submission, to fight bitterly, or to 
remain aloofly detached. He may antici- 
pate help or he may dread imprisonment, 
subjugation, and destruction. Previous ex- 
periences with doctors and hospitals may 
prompt a mixture of trust and mistrust, 
of magical hopes and deep pessimism. He 
also brings to the situation a mixture of 
incapacities and capacities, with intact 
islands of good or superior function amidst 
disabled functions. He will manifest an 
uneven array of problems and a variety 
of individualistic attempted solutions. 

Strongly coloring his self-definition in 
this new situation will be his preconcep- 
tion of what it means to be a patient 
in a mental hospital. He likely pictures 
himself as an outcast from society. He 
has been removed from previous roles as 
wage earner, student, family member, and 
so forth, and to a large extent his role 
now is that of full-time patient. The full- 
time, total quality of the patient role is 
strongly implied in the word career. Some 
hospital admission procedures strip him of 
his accustomed identity props, such as his 
wallet, articles of clothing, photographs 
of cherished persons, and other personal 
belongings.? He is in unfamiliar surround- 
ings amid unfamiliar persons—a difficult 
situation at best, and a most formidable 
one for a person already uncertain as to 
who he is. His image of a mental hos- 
pital patient may be shadowed by the 
horrible specter of incurable insanity, and 
at the least will carry connotations of 
weakness, inferiority, failure, and worth- 
lessness—the very features which he des- 
perately wishes not to comprise his iden- 
tity. This obviously does not render his 
task of defining who he is in the hospital 
situation any easier or pleasanter. 

On the other hand, the staff’s conception 
of the role of patient, which affects the 
role opportunities they offer him and the 
role expectations and demands they im- 
plicitly and explicitly exert upon him, 
may be shaped by three sets of factors: 
(1) the definition of the role of patient 


*Erving Goffman, “The Characteristics of Total 
Institutions,” pp. 43-84; in Symposium on Preventive 
and Social Psychiatry; Washington, D.C., Walter 
Reed Army Institute of Research, 1957. 


held by the society and culture at large; 
(2) the ideology and operating principles 
of the particular hospital; (3) the atti- 
tudes and preconceptions of individual 
staff members. 

In society at large the role of mental 
patient derives much of its definition from 
the general role of patient or ill person, 
which includes the following features: 
sickness, limitation of self-sufficiency, need 
for help, and exemption not only from 
responsibility for one’s difficulties but also, 
temporarily, from many social responsi- 
bilities such as work.’ The temporary 
exemption is for the duration of the ill- 
ness and is expected to terminate with 
the end of the illness. This definition 
places the occupant of the role in a dis- 
tinctly dependent, passive, recipient posi- 
tion. He is to be ministered to by others 
while temporarily excused from an active 
contributing role. The mental patient, 
even more than the general patient, also 
is expected to be extensively regulated 
and controlled by others. 

In further shaping the role of patient, 
the therapeutic philosophy of the particu- 
lar hospital often includes several areas 
of potential uncertainty and conflict, such 
as the proportion in which the hospital 
should provide sanctuary or social de- 
mand.‘ When the total hospital commu- 
nity is used as a therapeutic agent, the 
goal is to afford both sanctuary from in- 
tolerable environmental pressures and 
social opportunities which will help the 
patient to gain strengths and abilities 
facilitating his return to extrahospital so- 
ciety. There should be sufficient oppor- 
tunity for his exercise of intact areas of 
ego function so that disuse atrophy is 
avoided. He also needs opportunities to 


8 Talcott Parsons, “Illness and the Role of the 
Physician: A Sociological Perspective,” Amer. J. 
Orthopsychiatry (1951) 21:452-460. 

4 Robert B. White, Stuart C. Miller, and Norman A. 
Polansky, “Sanctuary Versus Social Demand: The 
Dilemma of the Therapeutic Community,” presented 
at the 1955 meeting of the Amer. Psychiatric Assn., 
Atlantic City. Norman A. Polansky, Robert B. White 
and Stuart C. Miller, “Determinants of the Role- 
Image of the Patient in a Psychiatric Hospital,” 
pp. 380-401; in The Patient and the Mental Hos- 
pital, edited by Milton Greenblatt, and others; Glen- 
coe, Ill., Free Press, 1957. Eugene Talbot, Stuart C. 
Miller, and Robert B. White, “Roles for Hospitalized 
Psychiatric Patients,” unpublished paper, Stock- 
bridge Mass., Austen Riggs Center, 1960. 





98 


DONALD L. BURNHAM 





try out and consolidate new behavior pat- 
terns as well as to develop greater self- 
awareness. If the goal of sanctuary is 
dominant in a hospital’s ideology, the pa- 
tient role tends even more toward that 
of a handicapped, passive recipient of shel- 
ter and care. The goal of social oppor- 
tunities and demands tends to produce a 
more active role with greater social re- 
sponsibilities. I have deliberately drawn 
these images somewhat extremely in order 
to emphasize areas of potential conflict 
in the role demands which confront the 
patient. 

Another area of potential uncertainty 
and conflict concerns the type and extent 
of controls to be exerted on the patient. 
Should he be relieved of social demands 
or should his behavior be subject to con- 
trols and sanctions ‘similar to those in 
general society? He needs opportunity 
for self-expression which stops short of 
chaotic impulse discharge and, at the same 
time, social control which stops short of 
exacting rigid conformity. In pursuit of 
these goals there may be wide variations 
in the degree of self-control expected of 
the patient.® 

Among the factors influencing staff con- 
ceptions of the patient role, nursing tra- 
dition and training contribute heavily. 
In the role of nurse one cares for persons 
who are unable to care for themselves. 
In studies at Chestnut Lodge confirmation 
of the strength of this tradition was pro- 
vided by the charge nurse of the floor 
where the patients lived. When, as a 
guide to her staff, she wrote a summary 
of the case history and major problems 
of each patient, these summaries con- 
tained a strikingly conspicuous emphasis 
on the patient’s needs, which the staff was 
to try to fill. Further confirmation was 
obtained from descriptions by staff mem- 
bers of several categories of persons, in- 
cluding patients, staff members, and out- 
side friends. The descriptions of patients 
contrasted noticeably with those of other 
persons in an absence of adjectives denot- 
ing qualities of helpfulness and assistance 
to others. These findings suggest that the 


5See “Sanctuary Versus Social Demand,” foot- 
note 4. 


person in the role of patient was expected 
to receive help but not to give any.® 

Still further clarification of the usual 
patient role was afforded by observations 
on a trip made by some of the staff and 
patients to a summer cottage.’ There the 
distinctions between staff and patient 
roles were blurred, and patients were ex- 
pected to contribute actively to the gen- 
eral comfort and daily tasks of the group. 
This contrasted sharply with the role of 
passive recipient of care which prevailed 
in the usual ward situation. 

Thus, the composite staff conception of 
the patient role involves the expectation 
that he will manifest considerable help- 
lessness, disability, and incapacity for 
self-regulation, and that he will need help 
from and regulation by others. This view 
carries connotations that the patient is 
different, inferior, and dependent, and at 
least partially lacks responsibility for 
himself. 

There is likely to be disagreement re- 
garding the extent of his exemption from 
responsibility, and the extent to which 
he is expected to contribute actively in- 
stead of being passively dependent. From 
one responsibility the patient is never 
exempt—namely, the responsibility to try 
to help himself and to make his illness 
and his occupancy of the patient role 
temporary. This contradicts somewhat the 
predominant expectation of passivity, for 
the patient is expected to be passive but 
not too passive. 

Another strong staff expectation is that 
the patient should appreciate and cooper- 
ate with the staff’s efforts to help him. 
He should acknowledge that he is ill and 
needs treatment. In other words, he should 
accept the role of patient. This is doubly 
important to the staff members because 
the patient’s acceptance of his role tends 
to confirm them in their reciprocal roles 
of helpful persons, whereas his refusal 
weakens their staff roles. I believe there 
is an old adage that doctors need patients 
in order to be doctors. Loeb has written, 


*Unpublished studies, Chestnut Lodge Research 
Institute. 

7 Robert W. Gibson and Gloria George, “Patient- 
Staff Relationships Change with Environment,” 
Mental Hospitals (1959) 10: No. 9, 18-19. 
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“Socially, the patient gets along in the 
hospital just as long as he accepts this 
[very subordinate and dependent] role 
and does not complicate the already estab- 
lished confusion of how the staff get along 
with one another.” ® 

As further illustration of the possible 
conflict and lack of fit between what the 
patient tries to be and what the staff ex- 
pects him to be, I shall present four case 
histories. 


CasE 1 


Joe was 26 years old when admitted to 
Chestnut Lodge. Jn the previous year and a 
half he had been hospitalized several times 
because of disorganized behavior, threatened 
and actual violence toward his parents, and 
persecutory delusions. He had received treat- 
ment with electric shock, insulin, and chlor- 
promazine. His personal history contained 
much conflict and uncertainty regarding iden- 
tity and social role. His immigrant parents 
were economically and socially ambitious and 
held, strong and conflicting career ambitions 
for Joe, their only child. Joe, himself, after 
failing to carry out successive urges to be- 
come a physician, a musician, an Army gen- 
eral, a businessman, and a man-about-town, 
suffered acute awareness of his inability to 
establish a satisfactory identity and career. 

Initial efforts at identity definition —Of 
relevance to Joe’s uncertainties of identity and 
role was the fact that he was brought to the 
Lodge by two deputy sheriffs rather than by 
hospital attendants. He himself had told his 
girl friend that he was going to another part 
of the country for a job rather than that he 
was going to a hospital. Upon admission, 
despite his history of severe illness, Joe 
seemed relatively nonpsychotic. His speech, 
although rather limited and stereotyped, was 
cuite coherent. He stood rigidly and presented 
himself with an air of superiority, evoking 
such adjectives as arrogant, snotty, contemp- 
tuous, supercilious, and sarcastic. He con- 
tended that he was a person of unusual in- 
telligence, perfect insight, and so far above 
the understanding of the average person that 
he didn’t care whether others in this setting 
liked him or not. 

Protests against the role of patient.— 
Prominent in his presentation of himself was 
a repetitive protest that he was not sick and 
should not be a patient at the Lodge. He com- 
plained that he did not belong on a ward 
with such sick patients. As a matter of fact, 


8Martin B. Loeb, “Role Definition in the Social 
World of a Psychiatric Hospital,” pp. 14-19; in 
The Patient and the Mental Hospital; p. 19 (see 
footnote 4). ; 


at that time he was better organized than 
most of them, and at least one observer com- 
mented that Joe might become a leader 
among the patients. He asked repeatedly 
what procedures were required to obtain his 
release. From the outset he indicated that 
he would refuse to participate in any activi- 
ties provided by the hospital program. The 
ward administrative physician observed in 
his admission note that Joe probably would 
have a difficult time at the Lodge because of 
his resistance to fitting into the program 
offered by the staff. A student nurse de- 
scribed Joe’s refusal of her invitation to 
watch a TV program by saying, “He acted 
as if he were too good to watch TV. He says 
he’s not sick and doesn’t want to be around 
sick patients.” 

He also was keenly conscious of a role dis- 
tinction between staff and patients, which he 
protested, saying, “I consider myself as 
healthy as anyone who works here.” He ques- 
tioned an aide regarding the legal technicali- 
ties of his hospitalization. When the aide 
said he didn’t know about these matters, Joe 
replied scornfully, “What? And you are a 
psychiatric aide?” At times he attempted to 
impress the staff with his technical knowl- 
edge of psychiatry and psychology. Occasion- 
ally he challenged the staff to find anything 
wrong with him. He might say, “I feel per- 
fectly well. If I thought I needed therapy, I 
should gladly seek it. Do you see anything 
wrong with me?” 

Joe’s refusals of the role of patient were 
neither completely constant nor fully success- 
ful. There were occasional breaks and con- 
tradictions in his major effort to establish 
the identity of well person. In talking to his 
therapist he occasionally switched from pro- 
testing his wellness to a direct statement 
that he regarded himself as very sick, and he 
once labeled himself as a paranoid. In one 
fleeting acknowledgnient of sickness he said, 
“I know I need some kind of help but part 
of me resists it very strongly. I fear that if 
I enter into treatment, I may have another 
hysterical convulsion.” By this he apparently 
referred to an earlier episode of feeling un- 
able to control his hands, to walk, or to talk. 
He strongly feared losing control, even of 
functions ordinarily almost automatic. 

Every now and then his challenges to the 
ward staff to prove he needed hospitalization 
shaded into a supplication, “Please tell me I 
am not crazy.” In a fearful, imploring tone 
he asked about his psychological test results 
and wanted to know what observations had 
warranted his commitment. Once in rapid 
sequence he contradicted his assertion that 
he was completely well by saying that he be- 
longed in a state hospital. 

In another brief interval he dropped his 
protest against patienthood and told his thera- 
pist that he felt futile and discouraged by his 
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inability to find an occupation. He described 
his failures to become a physician or a musi- 
cian, and how his dream of becoming a “social 
charmer” was now ruined by his hospitaliza- 
tion. He added that his major problem was 
indecisiveness, especially an inability to make 
up his mind what he wanted to be. As soon 
as he decided to be one thing, he began to 
doubt that he really wished to. He then 
appended a brief, somewhat vague reference 
to domination by his parents. Thus the cen- 
trality of problems of identity, role, and pa- 
rental expectations is apparent in Joe’s own 
thinking about himself. It should be re- 
emphasized that during his first month these 
were but fleeting breaks in his nearly con- 
tinuous protests that he was not a patient. 

Initial staff responses.—Most of the staff 
responded to Joe’s denials of the patient role 
by trying to convince him that he belonged 
in a hospital. His therapist’s primary goal 
early in treatment was to persuade Joe that 
he needed help and should accept hospitaliza- 
tion and psychotherapy—in short, that he 
should accept the role of patient. The charge 
nurse said that the floor staff members were 
frustrated in their efforts to break through 
Joe’s apparent front and were becoming quite 
angry at him. 

In addition to these rebuffs to his effort to 
assert an identity other than that of patient, 
Joe suffered still another when his mother 
visited. He pleaded with her to secure his 
release. Only with great difficulty did she 
bring herself to definitely refuse him. Fol- 
lowing this Joe told an aide, “All right, if 
she says I must stay, I’ll stay, but I’ll just 
exist.” 

Phase of running away.—After the first two 
weeks Joe’s protests took the form of at- 
tempts to run away and strenuous resistance 
to returning to the ward following any out- 
side activity. His first effort to run away 
occurred when he was out for a walk with a 
student nurse and saw a group of other 
student nurses with dates leaving in cars. 
They waved and gave an apparently casual 
invitation to join them on a party. There- 
upon Joe said “I’d like to be free and having 
a ball. I’m not sick, I’m cutting out,” and 
turned and ran. Once he said he wanted to 
fight in order to make people understand 
what he wanted to do. On another occasion 
he said he would get out in one of two ways 
—either by running away or by making 
everyone dislike him so much that he would 
be discharged. 

His behavior did manage to fulfill part of 
this prophecy by arousing considerable dis- 
like for him. The staff’s distaste was mani- 
fest in depersonalizing references to him as 
an “escorting problem” and “an escape risk.” ® 


*It often has seemed to me that such references 
exemplify a dangerous tendency in hospital staff 
discussions. Similarly, in a general hospital one 


Soon Joe became the major ward problem; at 
least one ward conference was held about 
him, at which the problem of his running 
away superseded all other interest in him. 
The staff percept of Joe as the ward manage- 
ment problem virtually obscured all other 
possible percepts of him. A variety of opin- 
ions was offered as to Joe’s motives and pur- 
poses—that he was just plain nasty, teasing, 
game-playing, testing, or trying to get atten- 
tion. The staff questioned whether Joe really 
intended to get away. His occasional expres- 
sions of puzzlement, uncertainty, and inde- 
cision were cited. Once he had stated that he 
didn’t know what caused the impulse to run 
off, as if it were due to outside forces beyond 
his control. Opinion formed in the conference 
that Joe’s indecisiveness and lack of autono- 
mous self-control required that decisions be 
made for him. It was decided to provide a 
context of firm control and regulation by re- 
stricting him to the ward for several weeks. 
In one sense, this policy might be viewed as 
an attempt to force Joe into the role of pa- 
tient whether he liked it or not. 

Phase of withdrawal.—Approximately con- 
current with this policy decision, several 
changes were noted in his overt behavior.1° 
He became increasingly withdrawn and in- 
termittently evidenced presumably autistic 
processes, such as standing alone in deep 
preoccupation, occasionally bursting into un- 
accountable laughter, and staring silently and 
intently at others, giving no sign of his pur- 
pose. In contrast to earlier descriptions of 
him as talkative, intelligent, and pleasant, he 
now was reported to be disinterested, silent, 
and depressed. In his therapy sessions he 
was nearly mute. He also shifted from pre- 
dominantly verbal protests to frequent physi- 
cal struggles with the ward staff. 

During this period, which comprised Joe’s 
second month at the Lodge, he evidenced 
some disorganized thinking and confusion. 
Once as he restlessly paced the hall he asked 
what day of the week it was. At times he 
stared with a blank frown of incomprehen- 
sion. His efforts to gain freedom became 
more magical and less well organized. He in- 
sisted that undesignated authorities had 
given orders for his release several days pre- 
viously. He became unclear in his definition 
of the roles of various staff members. For 
instance, he asked an assistant housekeeper 
to arrange for his release, whereas previously 
he had limited these requests to persons with 
clear authority roles such as the administra- 
tor and charge nurse. Concomitantly his 





may hear references to the depersonalized “inter- 
esting case of agranulocytopenia in Bed 5,” or to 
the “lung tumor in Room 10,” or even to “Number 
10.” 

1% Actually, slight evidences of beginning with- 
drawal had been noted for several weeks, so that 
it would not be accurate to say his withdrawal 
followed the conference decision in strict sequence. 
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definition of his own intentions became less 
clear. Once after returning himself from a 
runaway effort, he repeated with incredulous 
puzzlement, “Why did I come back? Did I 
actually come back willingly?” 

Phase of identity diffusion.—The beginning 
of Joe’s third month at the Lodge marked the 
dramatic disintegration and diffusion of his 
identity. He began calling himself by the 
names of other patients on the ward, answer- 
ing when they were addressed, insisting that 
their pills were for him, and refusing to 
answer to the name of Joe. He moved some 
of his clothing into another room, as if to 
establish his possession of the room and the 
identity of its occupant. Similarly, he claimed 
that the possessions of the other patient were 
his and that others had been attempting to 
steal them. If other patients contested his 
claim to a new identity, he regarded them as 
usurpers. After repeated, unsuccessful efforts 
to move his clothing to another room, he 
began insisting that the clothing was not his. 

Joe seemed to claim the identities of pa- 
tients whom previously he had envied for 
various reasons—such as the title of profes- 
sor, a famous family name, or athletic prow- 
ess—and whom earlier he had tried to be- 
friend. Apparently his wish to partake of 
their admired qualities by association with 
them now became a magical effort to expro- 
priate their identities in entirety. 

This phase of identity diffusion predomi- 
nated during the next two months. His as- 
sertions of a different identity came to be 
routinely expected by the staff. Nursing 
notes contained comments such as, “Usual 
business of ‘I’m not Joe,’” or, “Same old 
thing—the clothes were not his. He was not 
Joe. He was Bill today.” Such stereotyped 
percepts of Joe probably served to further 
depersonalize him.11 

Phase of greater disorganization.—During 
this phase Joe paced the ward ceaselessly, and 
his talk and other actions became fragmented. 
His identity further diffused in increasingly 
magical and grandiose fashion. He referred 
to himself—he had actually been classified 4F 
in the draft—as a general, an admiral, or a 
high government official of one or another 
department, or as a big businessman, or 
leader of a criminal mob. He issued orders, 
insisted that his chauffeured limousine was 
waiting outside for him, and demanded to 
make phone calls to a host of prominent per- 
sons. He spoke of assembling a large expen- 
sive wardrobe for a trip to Europe and in- 
vited the charge nurse to accompany him to 
Paris. He suggested archly to several aides 
that if they strung along with him, he could 
lead them to millions of dollars of loot. At 


1 Harold F. Searles, “Integration and Differentia- 
tion in Schizophrenia: An Over-All View,” Brit. J. 
Med. Psychol. (1959) 32:261-281. 


times he was concerned with taking care of 
“his boys,” making sure that they were pre- 
pared for the “big deal” soon to be pulled 
off.12 Other grandiose magical identities at 
which Joe grasped fleetingly were those of 
airplane pilot, inventor of nitroglycerine, law- 
yer, gigolo, famous educator, and FBI or 
secret-service agent. He demanded his files 
and security papers, spoke of appointments 
at the Pentagon, and threatened military re- 
prisals if his orders were not carried out 
immediately. 

Throughout this period of increasingly 
psychotic and frantic denials of reality, the 
themes of identity and role obviously were 
paramount concerns. Several nursing notes 
made explicit comments to this effect, such 
as, “He seems very preoccupied with a career 
and makes frequent references to wanting to 
get established in a career.” During this 
period he resumed smoking, which he had not 
done since a few days after admission. Joe’s 
protests that he was not a patient became 
even more magical and fantastic. He claimed 
that he was an exceedingly brilliant man who 
had already been released from the hospital, 
or that he was bound only by military law, 
not civil law. 

Occasionally his grandiosity crumbled and 
he voiced the belief that he was in jail facing 
trial for murder.1 He misperceived his thera- 
pist as an FBI agent whose purpose was to 
trap and convict him. 

A few times he asserted that he was a psy- 
chiatrist and in this capacity declared himself 
fully competent, mentally well, and ready to 
leave. This form of role reversal was noted 
by both his therapist and administrator. He 
told his therapist that he was a very busy 
man who could grant only a few minutes. On 
other occasions he attempted to cast the ther- 
apist and himself as psychiatric colleagues 
conducting a lofty, professional discussion. 
He carried the process even further by put- 
ting the therapist in the role of patient, say- 
ing, “Well, now, tell me what is on your 
mind. Do you like women? Are you afraid 
of women?” Similarly, he pointedly referred 
to the administrative physician as “Mr.” and 
said he had arranged for him to be put away 
in a lunatic asylum. In better organized 
moments he questioned the administrative 
physician’s role competency, saying, “What 
would you do if you had to leave here and 
earn a living?” 

Another form of denial of patienthood was 
to say that he was not at a hospital, but at a 
rest home. His therapist noted his magical 


avoidance of speaking the words “Chestnut 


2% This constituted a significant reversal of his 
delusional fear of persecution by gangsters during 
the onset of his overt illness. 

1% During the overt onset of his illness he had 
murderously threatened his mother, which had pre- 
cipitated hospitalization. 





102 


DONALD L. BURNHAM 





Lodge” and “Rockville,” as if hoping thereby 
to deny the identity of hospital patient. 

Concurrent with these efforts to deny pa- 
tienthood, to reverse the roles, and to assert 
grandiose identities, was a further blurring 
of his discrimination between various cate- 
gories of persons. Whereas all his earlier 
physical struggles had been with staff mem- 
bers over the issue of conformity to hospital 
restrictions, he now also fought other pa- 
tients. He began asking other patients to 
release him from the hospital. Such desperate 
supplication was in conspicuous contrast to 
his earlier scorn and contempt for other 
patients. His conception of who was who 
often seemed to melt and blur into a kaleido- 
scopic disarray of fused, split, and rejoined 
images of himself and others. Sometimes he 
endowed others with magical, grandiose at- 
tributes and spoke of being in the presence of 
famous, powerful personages. 

The fragility and defensive inadequacy of 
these magical, fragmentary identification proc- 
esses were clearly indicated by emergence of 
talk of suicide. He requested a gun with 


which to kill himself and asked whether the 
casket and cremators were ready. A wish to 
be mutilated or killed became apparent in his 
fights with staff and patients. 

Visits from his parents seemed to accentu- 
ate his disturbance. There were clear indi- 
cations of a strong linkage between his gran- 


diosity, his failure to meet his parents’ career 
expectations, and his suicidal urges. Following 
one visit he showed an almost frenzied out- 
burst of excitement and grandiose fragmenta- 
tion. He paced ceaselessly, furiously smok- 
ing cigarettes and drinking coffee. He shouted 
orders and boasted of owning twelve big busi- 
nesses, of having seduced numerous women, 
including one who was a bastard daughter of 
Eleanor Roosevelt, of being a high govern- 
ment official and an Army general. He threat- 
ened to court martial the aides if they did not 
comply immediately with his commands. Si- 
multaneously with this authoritarian pose he 
voiced concern as to how various figures of 
authority viewed him. He asked what the 
medical director of the hospital had said 
when he first saw him and what President 
Eisenhower had said upon hearing about him, 
He denied that the Lodge was a hospital, but 
four days later, in what seemed an attitude 
of hopeless resignation, he said he wished to 
stay the rest of his life. He talked of suicide 
and was fearful that his food had been 
poisoned. 

The Oedipal nature of his grandiose asser- 
tions was especially clear in a statement that 
Princess Grace was actually his lawful wife, 
that her children were his, and that he in- 
tended to fly to Monaco to bring them back 
to him. While substituting Rainier for Laius, 
his fear and shame in connection with his 
father were expressed in projected form when 


he told an aide that it would be a favor to 
the aide’s father if the aide were electrocuted. 
At the same time, the wish for protection by 
a strong father figure seemed to be contained 
in his statement that his commanding officer 
had told him that eating dandelions would 
protect him from poisoned food. Thus he 
seemed simultaneously to wish to usurp his 
father’s place, to fear death at the father’s 
behest, and to wish protection from a strong 
father. 

Another dramatic incident which further 
indicated a link between Joe’s enormous con- 
cern over his identity and the parental social 
ambitions which he was expected to fill was 
observed by his therapist in a joint interview 
with Joe and his mother. The mother com- 
mented that Joe should consider himself for- 
tunate to be in such a famous hospital and 
then immediately turned to ask whether the 
son of a certain prominent family, whom she 
had met in a previous visit, was still a patient 
on the same ward with Joe. At this juncture 
Joe launched into a string of incoherent, fan- 
tastic assertions as to his own fame and ex- 
traordinary accomplishments. 

Later phases.—Gradually Joe settled into a 
quite fixed pattern of behavior and interac- 
tion with the ward staff. He paced about the 
ward, either in self-absorbed silence or accost- 
ing others to make a fragmentary, fantastic, 
and usually highly cryptic statement or in- 
quiry, then drifting away without awaiting 
and apparently not expecting any response. 
The staff, in turn, came to take him for 
granted, paying little serious attention to 
what he attempted to say. There were occa- 
sional revivals of mutual interest and re- 
sponsiveness, but these usually were short- 
lived and the interaction gradually reverted 
to a monotonous routine. In time Joe’s in- 
effectual efforts to accost others diminished, 
and he often wandered about alone in an 
aimless, morose manner, usually clutching a 
book from which he read in scattered, per- 
severative fashion. 

Joe’s clinging to a book had developed as 
he became more disorganized. He also clung 
to clothing, to repeated words, and to writ- 
ings obsessively copied from books appar- 
ently without regard for their meaning. This 
behavior seemed to be a desperate effort to 
retain contact with part of the real world in 
the face of increasingly tenuous contact with 
persons. He clung so tenaciously to clothing 
that he was exceedingly reluctant to allow 
the aides to take any of it for laundering, and 
when the aides attempted to change his cloth- 
ing, he often clung to a book. In flashes of 
grandiosity he boasted of obtaining a million- 
dollar wardrobe and a whole library—in ef- 
fect, of assuring himself of a superabundance 
of substitute objects. When he repetitively 
voiced the names of certain persons, usually 
women, it seemed that he was attempting to 
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evoke an image of a protective person to 
which he could cling. This behavior had the 
quality of the recitation of a magic formula 
or prayer designed to call upon a guardian or 
tutelary deity. 

Clinging to substitute objects—especially 
books—was also a means of clutching at the 
vestiges of his identity. He wrote his na1ie 
in any book he picked up, regardless of whose 
it actually was. He also asked to go to a 
library to look up who he was. This idea was 
double-edged: he grandiosely expected to find 
himself listed in Who’s Who, but he was also 
franctically grasping for anything which 
might clarify and solidify his identity. In the 
midst of his mechznical copying he often in- 
terpolated the wcrds “Who am I?” Fre- 
quently he mechanically recited his name and 
identifying data such as height, weight, home 
address, names of his mother and father, and 
the number of his driver’s license. By cling- 
ing to identity remnants he seemed to try to 
retain a grasp of who he was in the face of 
the threat of utter personality dissolution. 
Often such declarations immediately frayed 
out into wild, grandiose claims that he was 
the world’s greatest scholar, soldier, and so 
forth, as if he was able only momentarily to 
hold constant his self-definition. 

Supplementary role efforts——The pattern 
of events seems to fit the following formula- 
tion: Joe and the staff were unable to find a 
reasonable fit between what he wanted to be 
and what the staff wanted him to be, each re- 
jecting much of the other’s initial definition 
of the situation. Joe reacted by phases of 
withdrawal and physical struggles while re- 
peatedly protesting that he was not a patient; 
then he underwent identity diffusion. 

If this formulation is correct, the question 
arises as to whether some better identity- 
role fit might have been found. Could the 
patient-role have been modified or could other 
roles have been offered so that he was not 
limited to that of patient? There is some 
evidence on this point. 

On Joe’s first day at Chestnut Lodge, an 
aide, acting on the administrator’s suggestion 
that Joe’s competency in music should be en- 
couraged, suggested to Joe that he play the 
piano for a dance at the hospital recreation 
center that evening. Joe refused, saying, “A 
jazz musician is well aware of the value of 
money. For fifteen or twenty dollars I might 
consider it.” At the time he seemed genuinely 
contemptuous of such an affair as a hospital 
dance. Viewed in retrospect, his response to 
this offer of a supplementary role seems to 
have contained, besides obvious scorn, an 
implicit question as to whether the proffered 
job—or supplementary role—was real, with 
pay as a stamp of social reality, or whether 
it was make-believe. Unfortunately, the effect 
of accepting at once Joe’s offer to perform 
for pay will never be known. 


Throughout his hospital career Joe showed 
his greatest capacity for positive interaction 
when approached in the role of expert musi- 
cian. Several trips to jazz concerts with aides 
who shared a high interest in jazz music 
were quite successful. Considerably later, 
after Joe had been disorganized for many 
months, the administrator hit upon the idea 
of asking Joe to help him with some har- 
monica music he was attempting to master. 
After initial suspiciousness and hesitancy 
Joe gradually warmed to the role of music 
teacher. After the administrator learned the 
music, Joe played the accompaniment for him. 
During this time he showed a manifest attach- 
ment to his administrator, occasionally drop- 
ping by his office, usually not saying anything 
but being content to sit quietly while the 
administrator went about desk work. 

Another opportunity to fill the role of 
musician occurred at a hospital dance. The 
pianist asked Joe if he wished to play. Joe 
shook his head in seeming disinterest, but 
shortly thereafter, when the pianist got up 
for a breather, Joe jumped to the piano and 
began playing. The band joined in and the 
audience applauded in genuine appreciation. 
For several days subsequently Joe was much 
more responsive to routine requests by the 
ward staff. 

Just prior to his disorganization Joe made 
several efforts to establish another type of 
supplementary role. He approached the ad- 
ministrative physician suggesting that they 
go for a walk, play a game, or otherwise es- 
tablish a personal, nonprofessional relation- 
ship. These overtures were often self-defeat- 
ing, being made when the administrator was 
busy with other patients. The administrator 
felt reluctant to commit himself to a some- 
what special relationship with one patient, 
and usually parried the suggestions by indi- 
cating that an aide could join Joe in the sug- 
gested activity. In retrospect it appears cer- 
tain that Joe must have experienced this as a 
‘brush-off’ and rejection of his effort to es- 
tablish a more personal, companion role with 
the administrator. Joe’s subsequent manner 
toward the administrator became increasingly 
haughty and condescending as he grasped at 
various grandiose identities for himself. 

Joe occasionally approached the administra- 
tor insisting that arrangements be made for 
him to start work. However, at this point his 
thinking was so grandiose that he dismissed 
with scorn the type of jobs available in the 
patient work program. 

Another type of supplementary role effort 
cropped up a few times—a literal wish to be 
the son of the administrator or other staff 
members. He had quite often called the ad- 
ministrator “Dad” or “Daddy-o” in “beatnik” 
vernacular, but during a time of considerable 
manifest passive withdrawal, as he lay in bed 
in pajamas, he used this form of address lit- 
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erally, asking if the administrator would have 
him as a son. On another occasion he re- 
quested a third person to ask the senior aide 
to take him to the aide’s apartment. He 
added, “I wish he would take me in and feed 
me.” This type of supplementary role had a 
strong regressive tinge which the others did 
not. 


Joe came to the hospital with a back- 
ground of strong and conflicting career 
ambitions held by his family, along with 
his own acute sense of failure to establish 
a satisfactory identity and career. He 
strongly protested the identity and role 
of patient, not only verbally but in re- 
peated attempts to run away. The reac- 
tion of the staff to these protests consisted 
mainly of the following: efforts to con- 
vince him that he was ill and in need of 
hospitalization; considerable anger; and 
a temporary policy of restricting Joe to 
the ward as if to force him into the role 
of patient. In addition, Joe’s parents re- 
fused his pleas to leave. Efforts by both 
Joe and the staff to establish some type 
of supplementary role met with little sus- 
tained success. As the identity-role con- 
flict continued, Joe reacted by withdrawal, 
physical struggles, and then identity dif- 
fusion. He was convinced first that he 
was other persons in the immediate situa- 
tion. Subsequently his identity became a 
mélange of fleeting, grandiose fragments, 
including some role reversal in which he 
viewed himself as the doctor and others 
as patients. Gradually he disorganized 
further and clung to identity remnants 
and various substitute objects. 

In general, throughout his hospital ca- 
reer, Joe functioned best when offered a 
role opportunity supplementary to that 
of patient, especially when afforded the 
role of music teacher of his administrative 
physician. Much of this patterning of 
events emerges only in retrospect, but it 
is tempting to speculate how his hospital 
career might have differed had a better 
and more sustained identity-role fit been 
achieved. After two and a half years at 
Chestnut Lodge Joe unfortunately was 
transferred to another hospital at a time 
when he had begun showing distinct signs 
of improvement and reconstruction of his 
identity. 


CasE 2 


Pete was in his early twenties when ad- 
mitted to Chestnut Lodge. He had spent 
almost all of the preceding three years in a 
series of hospitals. His personal background 
contained much identity uncertainty in terms 
of religion, social status, and occupation 
which contributed to deep inner uncertain- 
ties and a sense of being different. Although 
his family was part of a small Jewish mi- 
nority in a small city, its Jewish identity was 
blurred by his father’s participation in a civic 
organization that tried to lessen the distinc- 
tion between Jews and Christians, and by his 
mother’s affiliation with other religious groups 
including Christian Science and Unitarianism. 
Socially ambitious and conscious of class dis- 
tinctions, the mother regarded her huband’s 
family heritage as lower than her own, and 
disparaged his relative lack of education and 
his occupation of businessman. She was eager 
that her only son excel his father in educa- 
tion and in the social prestige of his career; 
in a sense, Pete was expected to be the 
standard-bearer for an enhanced family iden- 
tity. Pete’s predominant intrafamily alliance 
was with his mother and an older sister. 
His loyalty shifted only when his father de- 
veloped a fatal illness one and a half years 
prior to the overt onset of Pete’s psychosis; 
Pete became very attentive to his father while 
bitterly castigating and blaming his mother 
for the impending death. Undoubtedly the 
conflicting loyalties were associated with com- 
peting identifications which rendered more 
difficult Pete’s task of constructing an inte- 
grated identity for himself. In the course of 
his stay at the Lodge he expressed grave un- 
certainty as to his sexual and filial identities, 
asking perplexed questions such as “Am I a 
son? Whose son am I?” 

Although noticeably troubled after his fa- 
ther’s death, Pete managed to complete col- 
lege. However, he never worked at his chosen 
career, and a period of service in the Navy 
was terminated when he became psychotic. 
The onset of his overt psychosis occurred 
when his mother became fatally ill. In a 
highly dramatic incident while he was on 
emergency leave, a rose fell apart as he pre- 
sented it to his mother in the hospital.1¢ To 
him this signified something terribly wrong 
in his attitude toward her; that evening he 
attempted suicide and went into a catatonic 
stupor. His long series of hospitalizations fol- 
lowed. He made another suicidal effort when 
he read a medical report that his mother’s ill- 
ness would be fatal. Pete evidently felt deeply 
and guiltily that the deaths of his parents 
were his responsibility, and that they stamped 


“4 This incident, as the patient reconstructed and 
told it, probably represents a blend of fact and 
fantasy, but is nontheless a valid symbolization of 
his feelings. 
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his identity with the hateful self-appraisal, 
“There is something terrible about me.” 

Previous hospital experiences and advance 
reputation.—Reports from previous hospitals 
described Pete as alternating between cheer- 
ful optimism and violent assaultiveness and 
self-destructiveness, including at least one 
attempt to castrate himself—an indication of 
the depth of his conflict about his sexual 
identity. Seclusion and physical restraint 
were frequent. At the same time, he also de- 
veloped at least two intense and involved 
relationships with older, married women, from 
whom he evoked sympathy and attachment. 
One of them described Pete as especially so- 
licitous of the welfare of sicker patients, 
toward whom, in an apparent denial of his 
own patient role, he adopted a helping role 
while viewing himself as only temporarily 
incapacitated. 

Thus Pete’s advance reputation was that of 
an extremely difficult patient, likely to arouse 
both special sympathy and antagonism which 


might prompt serious staff dissension. The. 


administrative physician in advance advised 
a staff attitude of firm, matter-of-fact consist- 
ency. 

A most important further circumstance of 
his admission to Chestnut Lodge was its trial 
basis. After six months a court-appointed 


guardian was to decide whether continuance 
was advisable. This provisory arrangement, 


of course, placed everyone in the situation 
under pressure and, in particular, intensified 
the importance of the question of how well 
Pete could adapt to the role of patient at the 
Lodge. 

Initial efforts at identity definition—Upon 
admission Pete presented an extremely mixed 
picture indicative of his identity variegation 
and instability. With some staff members he 
spoke clearly, making little or no mention 
of his long series of prior hospitalizations, 
and voicing optimism about a future outside 
a hospital within a few months. He told 
others that he was hopeless, and castigated 
himself as a murderer, adulterer, and bastard. 


He also voiced fears of world destruction. Oc-' 


casionally he called himself a bear or other 
animal. He also spoke of dying or of already 
being dead. 

With his therapist Pete initially was less 
chaotically disorganized and was partially 
able to discuss some of the problems which 
beset him. He described poignantly his lack 
of a clear sense of identity, his lack of ca- 
pacity for self-control, and his vulnerability 
to influences from his surroundings. He said, 
“I am what I am in a situation. If I am 
writing, Iam a writer. If I am drawing, I am 
an artist. This is terrible, Doctor. I can’t 
seem to be me; I’ve never been me; I died a 
long time ago. It doesn’t make sense to feel 
this way. I feel as if I had been railroaded 


but I know this isn’t just something done to 
me by somebody else.” 

He also spoke of inability to make deci- 
sions, or to control his feelings, or even to 
know which were genuine feelings. He feared 
losing control of his impulses and he feared 
what others might do to him. He described 
feeling like a puppet sometimes, totally domi- 
nated by others. He vaguely alluded to his 
body’s being controlled from the outside via 
muscle twitchings and said he thought he 
could communicate with animals, thus indi- 
cating not only his gross lack of autonomy 
from the environment but also his part-iden- 
tity as an animal. Once he said to his thera- 
pist, “You think I’m a gorilla.” As with the 
ward staff, he also described himself to his 
therapist as a terrible criminal, guilty of adul- 
tery and murder. 

From the outset Pete also showed intermit- 
tent lack of clarity in his definition of others 
as well as himself. For instance, he misper- 
ceived one aide as his father, and later at- 
tacked him. For a time he perceived his 
therapist and his administrator as one and 
the same person. In talking with the ward 
staff he sometimes spoke clearly and ration- 
ally one moment, only to be seized by a vio- 
lent, delusionally based impulse the next 
moment. 

Attitudes toward the role of patient.—Re- 
garding the role of patient, Pete was highly 
contradictory. Often he protested that he was 
well and needed only to get a job and to leave 
the Lodge. He demanded to see a doctor who 
would arrange for his return home. At other 
times he partially accepted the role, acknowl- 
edging that he was mentally ill and in need 
of help, and saying that he expected to receive 
help at the Lodge and was optimistic about a 
stay of only a few months and a return to 
good health. Clearly these statements still 
contained considerable denial of illness and 
refusal of patienthood. 

Still another attitude toward the patient 
role was his conviction that he was a beast, 
hopelessly ill, and depraved beyond any hope 
of rescue. He indicated that he deserved no 
treatment other than punitive electric shock 
and permanent incarceration in a state insti- 
tution. This hateful, derogatory view of him- 
self was further demonstrated by various self- 
destructive acts. He tried to burn himself 
with cigarettes, banged his head on the wall, 
punched himself in the nose, picked his gums 
until they bled, and stuffed paper in his nose 
until it bled. 

Attitudes toward the staff members and 
their roles.—Pete’s attitudes toward the staff 
fluctuated sharply and unpredictably between 
passive dependency and furious bursts of 
protest against the influence and control of 
others. His passivity was manifested by his 
remaining in bed in pajamas for his initial 
interview with his therapist. He expressed 
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a wish that his therapist be strong, powerful, 
and able to take care of things for him, and 
showed disappointment and annoyance when 
the therapist did not take the lead or arrange 
various features of the ward living situation. 
He seemed to want a magical, omnipotent 
protector who could make him comfortable 
by rearranging the situation at will. This 
wish for a strong, active, decisive mentor was 
associated with an abysmal sense of weak- 
ness, and inability to guide or control himself. 
He told the ward staff he didn’t know what 
to do and seemed to invite and depend upon 
their suggestions. A few times he in effect 
handed himself over to them in a wave of 
passive resignation, saying, ‘“Crucify me.” 
His deep fear of and attempts to struggle 
against his passivity and control by others 
manifested itself, for example, in a phobic 
abhorrence of a catatonic patient who, lying 
helplessly at the mercy of his environment, 
seemed to epitomize passivity. Within days 
after admission, Pete made several abrupt 
assaults on others, including various aides 
and the administrator, while protesting that 
they were dominating him. Several of these 
assaults apparently were wild efforts to fight 
off an engulfing sense of enslavement. At 
other times he disavowed the assaultive im- 
pulse, saying that voices had commanded it. 
Along with impulsive assaults, he made 
equally impulsive efforts to kiss and attach 
himself in clinging fashion to women, either 
nurses or patients. One assault was provoked 
when in the course of a walk a male aide in- 
tervened between Pete and a student nurse, 
suggesting that the nurse walk with another 
patient. After they returned to the ward, 
Pete violently attacked the aide, and later 
in the day stood before the nurse in mute 
appeal with tears streaming down his face. 
Staff responses.—Initially the ward staff 
made a quite concerted effort to show Pete 
that despite his reputation from previous hos- 
pitals he would be met with respect and a 
reasonable balance between permissiveness 
and control. Staff attitudes toward him soon 
crystallized around his unpredictable change- 
ability. At times he was described as “en- 
ergetic, courteous, and possessing a keen 
sense of humor,” or as “a great guy—real 
good personality, intelligent, gets along in 
most situations, nice to be around.” How- 
ever, he seemed to the staff almost to try to 
undo and spoil relationships begun so pleas- 
antly and productively. Seemingly without 
reason he would become disdainfully disinter- 
ested or violently assaultive. This was inter- 
spersed with fits of despair and self-mutilative 
efforts. His sudden and violent reversals of 
behavior confused and disappointed the staff 
members and engendered distrust. They said, 
“You don’t know what he’s going to do next. 
You just can’t trust him.” Their distrust was 
compounded by the assumption that much of 


the time Pete was able to exercise conscious 
control. Pete’s asking an aide to remove his 
glasses before attempting to hit him was cited 
as clear evidence of his willful purposiveness. 

Lack of fit between staff and patient.—The 
difference in their appraisals of his capacity 
for conscious control formed a major dis- 
crepancy between Pete and the staff, which 
must have rendered his identity definition all 
the more uncertain. Pete told his therapist 
that he often felt more controlled by his 
surroundings than by himself and that he was 
frightened by his inability to regulate his 
feelings and impulses. Of course, he also 
attempted to conceal and deny his incapacity 
for self-regulation. One reason the staff mem- 
bers were so puzzled, disappointed, and an- 
gered by his unpredictable shifts was that 
they overestimated his capacity for conscious 
self-control. 

Certainly Pete was far from fitting the role 
of ideal patient. He seemed to oscillate be- 
tween two extremes, neither of which fit the 
staff’s expectations of the patient role at all 
well. At one extreme he viewed himself as 
completely well and was intolerant of the 
slightest delay in his leaving the hospital. At 
the other extreme he regarded himself as so 
hopeless and bestial as to be beyond treat- 
ment and suitable only for permanent incar- 
ceration in a state institution. He explicitly 
requested inhumane treatment, asking, for 
example, to be locked in a seclusion room 
without clothing and to be treated as an 
animal. 

Both extremes refused the role of patient, 
one because he had no illness and no need for 
treatment, the other because he was so hope- 
less and nonhuman that treatment was sense- 
less. Both denials correspondingly denied 
the staff members their reciprocal identi- 
ties and roles as therapeutic agents—doctors, 
nurses, and aides. The staff complained that 
Pete didn’t seem to try and that he didn’t 
seem to want to help himself. They might 
have added, “Nor does he want us to act in 
the therapeutic role and help him.” His. pas- 
sive resignation was a major source of staff 
complaint. One staff member said, “Perhaps 
he would do better in a hospital where less 
was done for him. There he might have to 
do more for himself and make more of an 
effort to change himself.” The question of 
the degree to which Pete “really tried”—that 
is, exerted conscious effort to help himself 
and to change—probably was another crucial 
point at issue between him and the staff. Un- 
doubtedly Pete felt himself to have exerted 
enormous effort, at least prior to sinking into 
a state of despair in the latter stages of his 
stay. 

The closest approach to an identity-role fit 
was an unconstructive one between Pete’s 
self-hateful image of himself as terribly de- 
structive and the staff’s growing conception 
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of him as a problem patient, which developed 
despite the original determination not to pre- 
judge him. Certainly the intensity and per- 
vasiveness of Pete’s manifestations of a nega- 
tive identity 15—complete failure and loath- 
some beast—made it difficult for the staff to 
perceive his positive aspects. 

At times Pete made quite explicit the threat 
to staff identities and roles posed by his 
refusal of the role of patient. He called his 
therapist and administrative physician liars, 
double-talkers, and fakers. In words and 
actions he indicated that they served no 
useful purpose for him. His therapist re- 
ported that with Pete he felt far more doubt 
and uncertainty regarding his own particu- 
lar actions and general competency than he 
did in working with other patients. With 
Pete he was prey to serious erosion of his 
professional identity as a psychotherapist. 
Ward staff members also often felt impotent 
and useless in their dealings with Pete. Pete’s 
later attempts to reverse roles constituted 
another kind of refusal to acknowledge staff 
roles. 

Phase of running away.—After about three 
months, Pete’s protest of the patient role took 
the concrete form of several episodes of run- 
ning away. At least twice he made his way 
to towns over fifty miles distant, there to be 
recognized as mentally ill by passers-by and 
police when he paced the streets talking to 
himself. Once he handed an accosting police- 
man a note which stated that he had died 
several days previously and that the end of 
the world was impending—a striking ex- 
ample of the link between threatened loss of 
identity and fantasies of world destruction. 

In the course of this escape effort, Pete 
showed a pattern of ambivalence and shift- 
ing loyalty very similar to that he had demon- 
strated within his family. While talking with 
police, he expressed strong dislike of the hos- 
nital and said he had no wish to return to 
Chestnut Lodge. However, when hospital 
aides arrived, he greeted them warmly, say- 
ing, “Well, back to civilization again,” and 
complaining about the hardships of jail life. 
On the return trip, his attitude again 
switched; as they approached the hospital he 
began to manifest fear and protest about re- 
entering it. 

His ambivalence regarding dependency and 
the role of patient was further evidenced on 
another escape venture when he phoned the 
medical director asking him to wire money 
so that he could return. When the money was 
sent, Pete did return. 

After still another runaway effort, Pete 
offered the delusional explanation that his 
leaving was dictated by a need to go home to 
care for his (nonexistent) wife and children. 


%For a discussion of the concept of negative 
identity, see footnote 1; p. 127. 


This assertion of the identities of husband 
and father served to deny and project his 
own deep dependent needs and urges. 

Following Pete’s unsuccessful and ambiva- 
lent efforts to protest the patient role by run- 
ning away, his suicidal efforts, mostly hang- 
ing attempts, increased in frequency and 
seriousness. Once he set fire to his bedding; 
it was unclear to what extent this destructive 
action was aimed at himself or others. 

Phase of withdrawal.—In this phase a pat- 
tern of mutual withdrawal predominated. 
Pete spent more and more time alone in his 
room, often lying in bed with the covers over 
his head. In many of his therapy sessions he 
was mute. Although they regarded him as 
the major ward problem, the ward staff mem- 
bers withdrew from him. This was strikingly 
indicated when a questionnaire administered 
to the staff showed that although Pete ranked 
highest of all the patients on behavior requir- 
ing nursing attention, he was almost the low- 
est in time spent with him by the staff. 

Pete’s behavior gradually became predomi- 
nantly catatonic. He ate little, lost weight, 
and frequently was mute and unresponsive 
for hours at a time. Often he refused to wear 
clothing and presented a most unkempt, pa- 
thetic appearance. Several persons described 
him as the picture of a weak, helpless, chronic 
invalid. Intermittently he lashed out in bursts 
of fury at persons who came into his room. 

Phase of identity diffusion—Approximately 
nine months after admission, Pete began to 
emerge somewhat from his withdrawn state 
and to show distinct identity diffusion. He 
seemed to be attempting rebirth with a new 
identity, appropriated from others. He claimed 
that he was other patients, and attempted 
to affirm these assertions by taking their cloth- 
ing, climbing into their beds, and mimicking 
their actions. 

His assumption of the identities of other 
patients had been foreshadowed earlier by 
his special sympathy and identification with 
the same patients. For example, several 
months earlier he had angrily criticized the 
administrator as inhuman for neglecting the 
needs of these patients. At the time he im- 
plied that he spoke for them because they 
were helpless and unable to stand up for 
themselves. Toward one patient, Sam, he had 
shown a special concern which was a blend 
of solicitude, fear, and phobic avoidance. Sam 
was the oldest and had been at the Lodge 
the longest of all the patients on the ward. 
He suffered periods of wild violence and 
chaotic lack of control, which Pete must have 
seen as mirroring that which he feared most 
in himself. Furthermore, Sam seemed almost 
a symbol of a patient doomed never to recover 
—a fate which Pete desperately feared might 
be his in the role of patient. The fire which 
Pete set in his room followed by only a few 
days a fire set by the other patient. For a 
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time Sam apparently served as the repository 
for unacceptable aspects of himself which 
Pete had to deny and project. As Pete slipped 
more into a hopeless mood, the projected frag- 
ments of self returned in the form of close 
identification with the older man, culminating 
finally in the conviction that he was Sam. 
During the period of identity diffusion, Pete 
made his most serious suicidal attempt. 

During this period he also manifested spo- 
radic attempts at role reversal. He called 
himself by his therapist’s name and tried to 
treat the doctor as his patient. He made simi- 
lar efforts at role reversal vis-A-vis the ward 
staff, including attempting to carry out staff 
role functions such as cleaning up the ward. 

With his therapist he made a few efforts 
to establish a role alternative to that of pa- 
tient. For instance, he suggested that they 
become buddies and go out night-clubbing, 
and the like. At another time he directly 
asked if he might become the therapist’s son 
and pleaded to be taken to the therapist’s 
home. 

With the administrator he occasionally as- 
sumed the identity of a soldier reporting to 
his commanding officer. He would snap to 
attention, saying, “What are your orders, 
sir?” This apparent eagerness for orders was 
in sharp contrast to earlier protestations that 
the administrator was nothing but a villain- 
ous jailer, interested only in bossing others. 
That he was still ambivalent about orders was 
indicated by his requesting them and then 
demanding his immediate release. He once 
expressed his wish for strong leadership by 
saying most pleadingly to his therapist, ‘Lead 
me.” Similar expressions were contained in 
such statements as, “Take me to my father,” 
“Take me to my home,” “Take me home with 
you.” His conflict over whether to submit 
passively to the orders of others or to fran- 
tically assert independence and a protest 
against domination by others was central and 
recurrent throughout his stay. It was a major 
factor in his conflict of acceptance versus re- 
jection of the role of patient. 

During his period of identity diffusion, Pete 
expressed grave uncertainty regarding his 
sexual identity. He feared that he was being 
changed into a woman. In rapid sequence 
during the same day he made a clumsy effort 
to rape a woman activities worker, to whom 
he had become quite attached and whom he oc- 
casionally had addressed as “Mother,” and a 
frightened venture into homosexual play with 
Sam. He also occasionally brushed against 
his therapist in a vaguely sexually suggestive 
manner. His uncertainty about sexual iden- 
tity undoubtedly was associated with conflicts 
of activity versus passivity, and dominance 
versus submission. Many of his attacks on 
others seemed prompted by a desperate urge 
to break out from the mire of passivity and 
to assert manliness. 


The pervasiveness of the activity versus 
passivity conflict was further evidenced dur- 
ing this phase by much overt indecision and 
vacillation. He might get up from a chair, 
start to leave the room, walk only a few steps, 
then return to the chair. If he started to 
speak, he often interrupted himself and mut- 
tered half-sentences of apology. 

Pete’s identity diffusion seemed not just 
an indication of ego disorganization, but also 
a positive struggle and search for a new iden- 
tity. Although several of the identities which 
he appropriated from other patients were 
those of “hopeless patient,” he was less totally 
despairing than he had been during the pre- 
ceding phase of withdrawal and helpless self- 
neglect. 

Final phases.—Unfortunately, Pete’s iden- 
tity struggle in Chestnut Lodge was termi- 
nated by extrinsic circumstances which dic- 
tated his transfer to another hospital after he 
had been at the Lodge a year. During his 
last month Pete was aware of the impending 
transfer and also of the nearly simultaneous 
departure of his therapist to a position else- 
where. When the therapist told him of the 
latter, Pete responded with an angry “Good- 
by.” It was especially unfortunate that one 
more separation was added to the series of 
identity-shattering losses and _ separations. 
Upon receipt of definite notice of his transfer 
to another hospital he gave little response, 
except for a few fragmentary comments in- 
dicative of helpless resignation. The staff 
responses were mixtures of disappointment, 
detachment, and relief. 


This man’s background contained much 
identity uncertainty, with an especially 
pronounced conflict over which parent to 


align and identify himself with. In a 
series of prior hospitalizations, he had 
failed to establish a satisfactory identity- 
role fit. The trial nature of his stay at 
Chestnut Lodge at the outset militated 
against a successful identity-role fit. He 
alternated between an illness-denying pro- 
test of the patient role and an image of 
himself as a hopeless beast or criminal 
not worthy of patienthood. Both attitudes 
interfered not only with his fitting the 
role of patient but also with the staff’s 
ability to function in professional roles. 
The staff members were also uncomfort- 
able when he abandoned all self-deter- 
mination and asked to be led and directed; 
their expectations of the patient role did 
not allow for such an absolute degree of 
helplessness. 

A stable identity-role fit was hindered 
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by central conflicts of activity versus pas- 
sivity, masculinity versus femininity, and 
self-control versus control by others. Dif- 
fering appraisals of his capacity for ego 
autonomy and conscious purposiveness 
probably accentuated his lack of identity 
definition. The form of identity diffusion 
which ensued was shaped by identifica- 
tion with patients who were the sickest 
and presumably least likely to recover, 
although it did seem to contain some ele- 
ments of constructive rebirth efforts. His 
unpredictability and tendency to undo 
constructive interactions by self-defeating 
hostility and withdrawal made it difficult 
for the staff to offer him alternative roles 
when he refused the traditional role of 
patient. Probably the closest approach 


to an identity-role fit was an unconstruc- 
tive one between his hateful negative 
identity of terribly destructive person and 
the staff’s picture of him as a problem 
patient. 


CasE 3 


Bill, 30 years old, has been a Chestnut 
Lodge patient for approximately six months, 
having been transferred after eighteen months 
spent intermittently in other hospitals. 

His background history contains many data 
pertinent to problems of identity and role. An 
only son, with one older sister, he was pre- 
dominantly dependent on and dominated by 
his mother. She was highly conscious of 
minority-group status and social prestige and 
proud of being native-born in contrast to 
her immigrant husband. She always wanted 
the best of everything for her children, in- 
cluding schools, clubs, hospitals, and doctors. 
She spoiled and indulged Bill, sometimes 
verging on romantic adulation as she spoke 
of his handsomeness, his dancing skill, and 
his many girl friends. She also excused his 
difficulties and failures by blaming them on 
others, saying that he was unjustly accused; 
at times she almost assumed the “paranoid 
twosome” position of feeling that everyone 
else was against her and her son. Bill voiced 
the same sentiment during his stay by saying, 
“My mother, I can really count on her, can’t 
I?,” as if he felt she was his only reliable 
source of support in the world. His father, 
whom Bill was said to resemble in physical 
appearance, suffered a chronic, hereditary, 
neurological illness, which had forced his pre- 
mature retirement when Bill was twelve. The 
mother and the rest of the family tended to 
deny the fact or at least the extent of the 
father’s illness, terming him lazy and attribut- 


ing his difficulties to his stopping work rather 
than vice versa. Their general disparage- 
ment of the father contributed heavily to 
rendering him an unsatisfactory identification 
model for Bill. One measure of this situation 
was the fact that in his teens Bill turned to 
his mother rather than his father for sexual 
information. In an unguarded moment Bill 
himself said, “How would you like to have 
someone around you like that for a father? 
What can you expect of me?” 

Two maternal uncles, both aggressive, 
wealthy businessmen, filled the role of strong 
masculine figures in the extended family, 
and the mother looked to them as such. At 
the same time she hated them for their power 
and success. Bill’s attitudes toward them were 
a mixture of envy, dependency, fear, and 
anger. As potential identification models, they 
were not only unattainable, in the sense that 
Bill felt he could not emulate their drive and 
aggressiveness, but also undesirable because 
they were hated by the mother.1¢ 

Bill had numerous difficulties in school, at- 
tending several, including one for problem 
children, and being expelled from at least one. 
At thirteen his disobedience in school led to a 
psychiatric consultation, followed by sporadic 
treatment interviews for the next five years. 
He managed to graduate from college, taking 
longer than the usual four years. He also 
achieved modest success in college athletics. 
His interest in athletics had been stimulated 
originally by a teacher who had befriended 
him. However, an attempt at graduate school 
failed. There was an unconfirmed report that 
he had attempted suicide after this blow to 
his identity aspirations. 

A period of barely acceptable military serv- 
ice followed, including failure to achieve the 
status for which he initially aimed. Upon re- 
turn to civilian life, while living at home 
with his parents, he lost a series of jobs, most 
of which had been obtained through family 
connections. He often failed to show up for 
work, instead remaining in bed much of the 
day and spending his nights drinking alone 
in bars. During this period his mother fre- 
quently nagged him to be more active and 
diligent in work efforts. His attitude at home 
alternated between aloofness and sullen surli- 
ness. 

Approximately three years prior to his 
Chestnut Lodge admission Bill undertook 
psychiatric treatment. After nearly a year of 
treatment he experienced a rather sudden 
subjective personality change, in the form of 
a surge of self-confidence and outspokenness. 
At this point he terminated his psychiatric 


treatment against advice. He then attempted 


16 It seems likely that underlying his failures to 
identify successfully with males is an earlier in- 
ability to solve serious problems in his infantile re- 
lationship with his mother, including the achieve- 
ment of a separate sense of self. 
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to assert independence by moving out of the 
parental home and to affirm a masculine 
identity as well as separation from his mother 
by intensively courting a girl. The courtship 
was both hectic and unrealistic. He lost 
weight and sleep while faking business rec- 
ords and repeatedly borrowing money from 
his mother in order to impress the girl with 
his fictitious wealth and business success. His 
rather frantic pose was shattered by the girl’s 
refusing his proposal of marriage, where- 
upon he assaulted her. He attempted to ra- 
tionalize being jilted on the grounds that his 
wealth and social position were insufficient 
to win the girl. Then in a desperate effort to 
gain these prestige symbols by force he went 
to one of his uncles threatening violence if 
not given an important job and a large sum 
of money, and blaming the uncle for his fail- 
ures in jobs and the love affair. 

Police were called and immediate hospitali- 
zation arranged. He received electric and in- 
sulin shock treatments and after four months 
was released to his mother’s custody. For the 
next few months he remained at home, mostly 
depressed, drinking heavily and reversing his 
day-night cycle. Rehospitalization, again with 
police assistance, was precipitated when he 
threatened his parents and tore up the home 
in a night of wild violence.17 

During the next year at two different hos- 
pitals he made a poor adjustment. He made 
little or no constructive effort to fit into the 
hospital programs, instead attempting to rely 
upon verbal magic by repeated assertions 
that he was not ill and should be granted full 
privileges and prompt release. He used an- 
other type of verbal magic by reiterating, like 
a little boy, that he had had enough punish- 
ment to learn his lesson, and, accordingly, 
should be released. His transfer to Chestnut 
Lodge was largely due to his mother’s urgent 
wish that he receive more active treatment; 
she pressured her wealthy brothers so in- 
sistently that she generated in them an irra- 
tional sense of guilty responsibility for Bill’s 
illness, and, ultimately, they agreed to sup- 
port his treatment. 

Initial efforts at identity definition—Upon 
arrival at Chestnut Lodge Bill denied illness, 
saying that he was all right now, that he had 
been railroaded, and that all he needed was 
to move to another city and make a new start 


% The role of the police in Bill’s hospitalizations 
undoubtedly aggravated his own lack of clarity as 
to whether he was a criminal or a patient and 
whether he was in a jail or a hospital. In addition, 
the threatened uncle labeled Bill much more a 
potential murderer than a sick person. 

Wood and coauthors have discussed some of the 
differences between patient-initiated and family- 
initiated hospitalization—clearly a significant factor 
in the patient’s identity definition in the hospital 
setting (Edwin C. Wood, John M. Rakusin, and 
Emanuel Morse, “Interpersonal Aspects of Psychi- 
atric Hospitalization,” Arch. Gen. Psychiatry [1960] 
3:632-641). 


with a new job and social contacts. In the 
last statement he revealed not only his pro- 
jection of blame on to the environment but 
also the dependence of his sense of identity 
upon the environment. To change his sur- 
roundings would be to change his identity.18 

Bill’s denial of illness was neither complete 
nor constant. To one aide with whom he 
initially was quite friendly he once confided 
that he regarded himself as a _ paranoid. 
Shortly thereafter Bill’s attitude toward the 
aide changed quite abruptly. He accused the 
aide of pushing him around and picking on 
him, and subsequently assaulted him. To his 
therapist, although for the most part denying 
illness and protesting hospitalization, he occa- 
sionally voiced fears of losing control, killing 
someone, and further wrecking his life. 

He showed pervasive concern over identity. 
He was quick to announce that he was a “col- 
lege man” and to let it be known that he had 
distinct identity assets such as good looks, 
intelligence, and athletic ability. He said that 
he had belonged to one of the best country 
clubs, where he was not only the best athlete 
but also the handsomest and smartest. His 
assertions tended to balloon into grandiose 
fantasies of becoming a fashion model, Holly- 
wood star, or athletic or dance instructor. 
The narcissistic quality of the fantasies was 
clearly demonstrated by his standing before 
a mirror, saying, “Yes you’re a very good- 
looking fellow, Bill—you really ought to be 
an actor.” 

He revealed the reason for these narcis- 
sistic fantasies by acknowledging concern over 
his failure to achieve a solid identity. He 
spoke of flunking out of graduate school, his 
series of job losses, and being jilted. Clearly 
each of these meant loss of an important 
identity support if not of an essential con- 
stituent. 

In his struggle to define himself and his 
life situation, he often constructed a picture 
of himself as a criminal incarcerated in a jail. 
This not only served to deny illness but also 
afforded him a positive identity of a sort 
which was even a source of some pride. He 
said that the only reasons for his being here 
were his threatening and violent actions. He 
termed himself a murderer and said, “To tell 
the truth, I felt I was nobody, and being 
against people is better than being nobody.” 
With the ward staff it was clear that Bill 
rather wished to be perceived as a tough, 
menacing person. From the beginning he 
made occasional threatening gestures toward 
staff members, such as cocking his fist or 
raising a pop bottle as if to strike. Then he 


18 Interestingly, in the social worker’s initial inter- 
views with the family, the father, with little or no 
recognition of Bill’s illness, said that he hoped that 
the family could assist in getting Bill a job at the 
Lodge, as if this were the only task to be accom- 
plished. 
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would grin and say, “Thought I was going to 
hit you, didn’t you? But I was only kidding.” 
His partial disavowal of these threatening 
motions as kidding or as testing to see what 
the staff would do did not erase their meaning 
as indicators of shaky impulse control. 

Precarious ego organization.—Bill mani- 
fested a variety of other indications of pre- 
carious ego control. In initial interviews 
with his therapist he conveyed an impression 
of on-and-off blocking and sudden waves of 
loss of reality contact, with possible halluci- 
nations. At times he blinked, shook his head, 
and said, “What did you just say?” Or he 
might begin a sentence, “Well, I’ll tell you 
——,” only to lapse into silence. 

On the ward he was quite sloppy in his 
dress and reluctant to bathe regularly. He 
often was extremely restless, pacing the hall- 
way, chain smoking, and drinking water, cof- 
fee, and juice, sometimes until he regurgi- 
tated. It soon was necessary for the staff to 
limit his smoking and fluid consumption. At 
the hospital canteen he ate with compulsive 
voracity. At times his oral insatiability was 
so strong that he ate bits of paper. He was 
extremely intolerant of any delay or frustra- 
tion. If refused a cigarette, he might grab one 
from another patient’s mouth. This hunger- 
driven lack of respect for the personal bound- 
aries and property of others soon provoked 
several scuffles. 

He was unable to sustain an activity re- 
quiring concentration for any length of time. 
Ball games were interrupted when he began 
pacing. Similarly, he could stay with card 
games only briefly, and if he picked up a 
newspaper he soon laid it down and began 
pacing. In any type of even mildly competi- 
tive activity he showed extreme intolerance 
of possible defeat and would stop immedi- 
ately if the score was against him. 

Also highly relevant to the problem of 
identity-role fit was the most conspicuous in- 
dication of his precarious ego organization 
—an incessant, repetitive questioning of any 
and all staff members and other patients 
as to the circumstances of his being in the 
Lodge and his prognosis. He asked, “Why am 
I here? Is this a jail? How does one get out 
of here? Tell me how long it will be.” He 
asked other patients, “How long have you been 
here? What are our chances of getting out? 
What does one have to do to get out? Have pa- 
tients ever gotten out of here? Has a patient 
here ever committed suicide? Do you think 
you will ever get out?” Of the staff he queried, 
“Do you think I’m sick? Do you see any need 
for me to be here? Am I getting better? What 
are my chances? Will I be here the rest of my 
life?” His constant questioning seemed to be 
a desperate plea to be given an unqualified 
definition of his situation. It had the same 
driven, insatiable quality as much of his other 
behavior. The staff noted that he sometimes 


hardly waited for an answer, or when given 
one would return in a few moments with the 
same question. It was as if he sought magical 
reassurance which would bring certainty to 
his own overwhelming uncertainty as to his 
identity and life situation. 

Bill’s questioning of the staff members in- 
cluded efforts to define their identities. For 
example, he went to some pains to inquire 
whether his therapist was a psychoanalyst 
or a psychiatrist and what type of treatment 
he was providing. He asked one of the aides 
questions seemingly designed to clarify the 
identity of the aide: Had he ever graduated 
from high school? Was he married? Had he 
ever been in fights or in jail? These questions 
clearly reflected Bill’s own preoccupations 
and uncertainties about himself. 

In the meantime Bill protested the role of 
patient, saying that he was not ill and that 
this wasn’t a hospital anyway but a jail. He 
said that his main goal was to leave and 
announced that he would run away at his 
earliest opportunity. He said, “All I want to 
do is live outside as every normal person 
should. I’ll be all right if I can move some- 
where else and get a job.” 

Therapist’s responses and expectations.— 
Bill’s therapist immediately was struck by 
how much Bill resembled Joe, Case 1. The 
therapist perceived Bill as attempting much 
of the time to strike a tough, threatening 
pose—a pose, however, which was mitigated 
by a certain boyishness and an appearance 
younger than his actual years. The therapist 
said further that Bill was engaged in a des- 
perate struggling quest for a solid identity, 
a sense of belonging, and a social niche into 
which he could fit. In this process Bill seemed 
to be attempting to erect a facade which he 
could not sustain. The therapist said, “He 
wants to think of himself as much more than 
he actually is.” At another point the therapist 
remarked, “Basically he realizes that he is a 
brat who doesn’t know how to get along in 
the world.” 

Bill made repeated requests of the thera- 
pist for definition of his personal situation. 
In denying illness he asked, “Why am I here? 
How can I get out of here? Can you tell me 
how to get out? How long will I be here?” 
In response the therapist sometimes said, 
“T don’t know”; at other times he attempted 
to formulate reasons why Bill needed treat- 
ment—for example, he said that Bill seemed 
simultaneously to want to be friendly to peo- 
ple and to be unable to be so, and that a major 
goal in treatment would be to understand the 
reasons for this problem. Such formula- 
tions sometimes were followed by Bill’s tem- 
porarily relaxing but soon he resumed his 
stereotyped protestations and queries. This 
pattern somewhat annoyed the therapist, who 
was relieved by brief intervals in which Bill 
dropped his denial and acknowledged personal 





112 


DONALD L. BURNHAM 





difficulties, such as his series of failures to 
hold a social role and his sense of being no- 
body. The therapist attempted to use these 
as anchor points to which he referred back 
in efforts to gain a therapeutic alliance and 
Bill’s acceptance of the role of patient. How- 
ever, Bill persisted in his denials of illness 
and patienthood. 

Ward staff responses.—One depersonalizing 
staff response from the outset was the precon- 
ception that Bill might be “another Jim Doe,” 
a chronically assaultive patient who had been 
a serious ward problem. There were several 
predictions in the admission conference that 
Bill was likely to become more disturbed. The 
major response to Bill’s pretensions to the 
identities of great athlete and potential movie 
star was that he was trying to put up a “big 
front” and to be a “real big man.” Several 
of the ward staff members derived distinct 
pleasure when Bill’s claims to athletic prow- 
ess were deflated during a hospital athletic 
event. In general, he was regarded as an 
aggravating bore who was untidy and un- 
clean in his personal habits. The charge 
nurse characterized him as a spoiled problem 
child. She described his response to ward 
rules and restrictions as being that of a little 
boy who promised he wouldn’t be bad again 
and expected this to have magical undoing 
effects. One of her major goals was to have 
Bill become more cooperative and even obe- 
dient. Further evidence of the image of Bill 
as a spoiled child was afforded by a persistent 
memory slip of the social worker—she re- 
peatedly referred to him as an only child, 
although, of course, she knew of his older 
sister. 

Bill’s incessant questions and pleas for defi- 
nition of his status were met initially by 
efforts to give him straightforward answers. 
He was told that he was in a hospital, not a 
jail, and that the goal was to help him. He 
was urged to “work with your doctor” and to 
“try to learn to cooperate with people.” When 
he attempted to airily dismiss any possibility 
of illness, one aide told him that it was a 
serious matter and that he did have serious 
problems. In short, the ward staff encouraged 
Bill to accept the role of patient. 

Soon the staff became wearied by the repe- 
titiousness of his questions and the apparent 
ineffectiveness of their answers. Nursing 
notes began to refer in stereotyped fashion 
to his asking “his usual, standard questions” 
and “the same old stuff.” It seems obvious 
that such stereotyped reactions would lead to 
further erosion of the patient’s already tenu- 
ous identity. 

The various manifestations of Bill’s precari- 
ous ego controls also bothered the staff. They 
perceived him as unpredictable, untrust- 
worthy, and destructive. Significantly, sev- 
eral of his destructive actions seemed de- 
signed to provide him with a way out of the 


situation. For instance, he picked a hole in a 
security screen and dug a hiding place in his 
mattress for sharp instruments such as scis- 
sors and nail clippers. His insatiable requests 
for food, liquids, and cigarettes, coupled with 
his restless pacing and encroachment on the 
property of others, prompted rationing and 
restrictive measures, Such efforts at external 
control by the staff often seemed to provoke 
Bill to further protests that this was a jail 
and that he should leave. He spoke with in- 
creasing frequency of running away. 

His ambivalence regarding dependency 
prompted behavior further puzzling to the 
staff. As several of the aides put it, he seemed 
insatiably hungry for attention yet simulta- 
neously intolerant of the sustained presence 
of others. Repeated requests for answers to 
unanswerable questions and for food and 
services were countermanded by snarling de- 
mands that others get away from him and 
leave him alone. He rejected the staff’s con- 
cern over his regurgitation of excessive fluids 
by saying, “Go away. I’ll be all right. I’ll take 
care of myself.” This paradoxical mixture of 
incessant, basically insatiable demands, and 
protests that he had no need or wish for help 
rendered him an extremely poor fit with the 
patient role. In turn, the staff members were 
unable to feel confirmed in their roles of help- 
ing persons; instead they felt there was little 
they could do to either satisfy or assist this 
patient who refused to be a patient. The 
charge nurse commented simply but tellingly, 
“It’s hard to be nice to him.” 

Being a problem was not without some 
identity value for Bill. Being negativistic, 
annoying, and aggravating undoubtedly af- 
forded him some relief from the sense of 
being nobody—to wit, his own earlier state- 
ment that being a criminal was better than 
being nobody. 

Subsequent developments: escapes, with- 
drawal, and assaults.—After this initial period, 
Bill resorted to further modes of protesting 
the situation and the patient role. He made 
several escape attempts, two or three times 
managing to stay away from the hospital for 
periods of several days. During one of these 
he worked as a caddy at a golf course. When 
he was returned to the hospital, he said with 
obvious pride, “See, I proved I could make it 
outside. All that I need is a job.” It was note- 
worthy that this flush of success in an occupa- 
tional role endured for several days during 
which he was calmer and less frantically 
driven in his general behavior. 

However, his protests quickly resumed. In 
addition to further escape efforts he was in 
several fights provoked or initiated by him- 
self. Once he attacked the aide with whom 
earlier he had been quite friendly and confid- 
ing. Now this aide seemed to him more like 
a toxic intruder to be avoided, driven away, 
or destroyed. This drastic switch of attitude 
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was partly related to the aide’s enforcing a 
gratification delay regarding some of Bill’s 
requests, but also seemed related to Bill’s 
basic ambivalence. His attitude toward the 
aide changed again toward greater acceptance 
when he developed a béte noire feeling about 
another aide, who he said was always “bug- 
ging” him and wouldn’t leave him alone. 

At times Bill became quite withdrawn, 
spending much of the day on his bed, tend- 
ing to reverse his day-night cycle, as he had 
at home, and saying little to the staff. Peri- 
odically, instead of eating compulsively, he 
ate very little; occasionally when disdaining 
his own food he took food from the plates of 
other patients. Possibly this represented a 
blurring of the distinction between himself 
and others and an excessive fluidity of intro- 
jective-projective processes. 

The predominant staff response to Bili’s 
running away, assaultiveness, and violation 
of the property rights of other patients was 
an increasing reluctance to escort him to ac- 
tivities off the ward. As a result he was 
further restricted and confined, to which he 
reacted with a mixture of protest and with- 
drawal. 

Bill made one major effort to obtain release 
from the hospital by contacting a lawyer. The 
lawyer requested an outside psychiatric con- 
sultant, who rather skillfully told Bill that 
although at present he thought Bill was ill 
enough to require hospital treatment, once 
Bill was well the consultant would be glad 
to assist him should anyone interfere with his 
leaving the hospital. Bill was considerably 
reassured and mollified by this statement. 
However, he soon resumed his repetitive pleas 
for a definite discharge date and his protests 
that he shouldn’t be at the Lodge. 

Often his questions had a desperate note, 
as if he must have a definite answer that very 
moment. Their incessant, moment-to-moment 
repetition seemed related to an urgent need 
for almost constant replenishment of supplies 
of reassurance, which kept slipping from his 
grasp almost immediately. It was as if he 
said, over and over again, “Say the magic 
words once again. Tell me I’ll be all right.” 
The desperate urgency of his questions was 
clearly indicated by an incident with his 
therapist. In answer to Bill’s questions as to 
whether he should be in the Lodge, the thera- 
pist one day shifted from saying that he didn’t 
yet know Bill well enough to say definitely, 
to a direct opinion that Bill did need to be at 
the Lodge. Bill then asked, “How long?,” 
and pressed for a definite date while insisting 
that six months ought to be long enough. 
The therapist refused to commit himself, say- 
ing that he could not give a definite date, 
especially since if the date proved incorrect 
Bill might feel that the therapist had lied. 
Bill then became extremely tense and said 


that he felt barely able to restrain the im- 
pulse to put his fist in the therapist’s mouth. 

Uncertainty regarding the capacity for 
conscious control.—As with the other patients 
described, the question of Bill’s capacity for 
conscious control and purposive action was a 
focus of uncertainty. Several of the staff 
members tended to attribute deliberate will- 
fulness to much of his aggravating behavior, 
such as his repeated questions and demands, 
his threats to run away or to assault others, 
and his misappropriation of the property of 
other patients. Opinions were uncertain and 
divided as to*whether Bill really wanted to 
run away. Undoubtedly this reflected his own 
uncertainty and ambivalence, and probably 
the staff’s uncertain appraisal was reflected 
back to him and increased his own uncer- 
tainty. 

Bill himself expressed considerable fear of 
loss of control. In fact, this was a major 
element contributing to his fear and refusal 
of the patient role. He said that previous 
treatment had ruined him by making him 
release his impulses, lessen his inhibitions, 
and generally lose control, so that he was 
exceedingly reluctant to accept treatment and 
the status of patient for fear of history’s re- 
peating itself. 

Still another indication of his precarious 
ego control was the manner in which he some- 
times imitated statements made by others 
about him. He parroted the staff’s answers to 
his queries as to when he could leave and what 
he must do in order to be ready to leave. He 
might say, “Oh, yes, I’m supposed to learn 
how to get along with others and then I can 
leave.” Such mechanical parrotings had the 
hollow ring of ritualistic formulas rather 
than sounding like a realistic appraisal of his 
situation. 

Occasionally there were glimpses of possi- 
ble gross underlying confusion. For instance, 
at the swimming pond he forgot where he 
had placed his outer clothing, and sometimes 
he seemed bewildered about finding his way 
to the dining room. The extent of his possible 
confusion was obscured by his own efforts to 
present himself as a person in complete pos- 
session of his faculties and the situation. The 
staff, in turn, was puzzled in attempting to 
appraise his capacity for self-control, a situa- 
tion which had many potentialities for a vi- 
cious cycle. 

Bill’s repetitive requests for services, such 
as delivery of coffee or cigarettes, seemed to 
derive part of their meaning from an urge to 
achieve at least a momentary sense of mas- 
tery and control over the situation. But here 
again, whatever reassurance he gained from 
fulfillment of his demands evaporated almost 
immediately. In addition, their endlessly rep- 
etitious quality came to have high nuisance 
value for the staff. A further possible mean- 
ing of his demands was role reversal or at 
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least derogation of staff roles, especially when 
he cast his therapist in the role of servant, 
asking him to fetch this or that immediate 
want, as if this were his only useful role. 

Supplementary role efforts ——The supple- 
mentary role most meaningful to Bill thus far 
has been the job as a golf caddy which he 
held for a few days during one of his escapes. 
Within the hospital context, efforts to estab- 
lish supplementary roles have as yet been 
unsuccessful. His efforts to assert the iden- 
tity of a superior athlete were hampered by 
his difficulty in concentration, his exquisite 
sensitivity to possible defeat, and the down- 
right pleasure of several of the ward staff 
members, irked by his air of superiority, at 
seeing his boasts deflated. 

Attempts to organize a supplementary role 
in the patient work program largely met 
defeat. Bill’s propensity for running away 
required that an aide escort him to work 
assignments such as care of the grounds, and 
instead of fitting into the role of worker, Bill 
would become absorbed in testing the aide- 
patient role structure, with his repeated ques- 
tions about the fairness, legality, and prob- 
able duration of his patient status. Bill him- 
self requested work in the woodworking shop, 
but the ward staff, fearful of his unpredictable 
assaults, preferred that he not be allowed 
access to potentially dangerous tools. For a 
brief time Bill was interested in piano lessons 
from another patient but this soon lapsed. 

Of distinct supplementary-role significance 
were his reactions prior to and during an all- 
hospital dinner party. Earlier in the day Bill 
had been so tense, pacing restlessly and ask- 
ing his incessant questions, that the staff 
members had doubted the advisability of his 
attending the party. However, they decided 
to chance it. Shortly after arriving at the 
party Bill changed remarkably. He relaxed, 
mingled rather easily, and made small talk. 
He told his administrative physician, “You 
know, this is more like it. I used to be a 
pretty civil fellow. I used to go to cocktail 
parties.” When introduced to a staff secre- 
tary, he smilingly said, “I’m just an ex- 
gangster on the lam for a while.” This semi- 
flip, semiserious definition of himself con- 
tained many elements of his identity-role 
problems. His transformation in the party 
setting was not fully sustained; after an hour 
or so he reverted to his restless tension and 
made an effort to escape. Although tem- 
porary, the effect of the blurred staff-patient 
role distinctions at the party in lessening 
Bill’s identity-role conflict was striking. 

In general, Bill’s capacity to create and 
adapt to supplementary roles was limited by 
specific features of his personality organiza- 
tion. His low threshold for frustration and 
his intolerance of defeat or any status-lower- 
ing experience were related to his reliance 
upon a passive, narcissistic mode in which he 


expected things to come magically to him. 
Because of these factors, combined with limi- 
tations in the hospital role organization, there 
is danger of a stalemate between the patient’s 
efforts at identity definition and the staff’s 
expectations of the patient role, if not further 
disintegration of his flimsy identity structure. 


This man’s background contained heavy 
emphasis on social status and a series of 
unsuccessful attempts to establish a con- 
firmed identity. He lacked a satisfactory 
male identification model and his over- 
protective mother encouraged him in magi- 
cal, narcissistic modes of enhancement of 
his self-esteem as opposed to active, indus- 
trious pursuit of realistic goals. His gen- 
eral intolerance of frustration and defeat 
accentuated his unwillingness to accept 
the downgrading implicit in accepting the 
role of patient. His hospital course has 
featured denial of illness, statements as- 
suming the identity of criminal, protests 
against the patient role, and incessant 
requests for reassuring definitions of him- 
self and his life situation. Neither the 
staff’s efforts to encourage him to accept 
the patient role nor its attempts to afford 
supplementary roles have met with suc- 
cess. Increased restriction and control, 
prompted by his instability and his at- 
tempts to run away, have accentuated his 
protests of the situation. Staff uncertainty 
in appraising his capacity for conscious 
control and purpose probably has in- 
creased his own doubts regarding himself. 


CasE 4 


John, a young man in his early thirties, 
was twice admitted to Chestnut Lodge, for 
stays of six and twenty months respectively. 
Prominent in his history was an identity- 
definition struggle marked by deep conflict 
over which parent to align himself with. Al- 
though named for his successful father, a self- 
made businessman with professional training, 
John identified with him less successfully 
than did his younger brother, his only sibling. 
Identification with his father was hampered 
by a sticky mutual attachment with his 
mother, who herself was extremely dependent. 
During John’s late adolescence she had suf- 
fered a depressive-paranoid illness and had 
remained in bed most of the time for nearly 
three years. Highly conscious of family back- 
ground and social status, she was ambitious 
for John, but at the same time so possessive 
and blindly admiring that she hindered his 
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development of independence and a construc- 
tive self-critical capacity. When he became 
overtly ill, she ignored the seriousness of his 
difficulties, which she excused and blamed 
on others. 

John’s mother versus father identification 
conflict was further accentuated by turmoil 
over professional schooling. He had attended 
college near home, which pleased his mother, 
and then, upon her urging, he chose to study 
for his father’s profession. However, after 
vacillation and much turmoil he decided, with 
his father’s backing, to attend a school away 
from home. His mother opposed this, ex- 
pressing her fear that if John went to a dis- 
tant school, he eventually would marry and 
settle far from home. Earlier she had been 
distressed by her son’s showing pubertal 
changes and an interest in dating. 

His attempt to break away from his mother 
and to align himself with his father by going 
to a distant school was fraught with much 
difficulty. During his second year at graduate 
school he became upset and troubled about his 
relationships with his classmates. The next 
year he transferred to his father’s alma mater, 
where his brother was an undergraduate. He 
was urged to make this transfer by a pro- 
fessor friend of his father who was himself 
making the same transfer. Thus for John the 
move had multiple connotations of greater 
affiliation with his father. 

In this context he failed dismally. Upon 
receipt of his nonpassing grades, he phoned 
to tell his father with great anguish that he 
had disgraced him. 

The following year he returned to the first 
school, where he managed to pull up his 
grades and to graduate. However, he failed 
professional examinations and again was dis- 
tressed that he had disgraced himself and his 
father. It now seems clear that much of his 
anguish stemmed from his awareness of in- 
ability to identify successfully with his father. 

After six months in a routine, nonprofes- 
sional job he was called to active duty as an 
Army Reserve officer. His assignment in- 
volved rather close confinement within a 
group isolated from outside contacts for peri- 
ods of time. After six months he was hos- 
pitalized with infectious hepatitis for several 
months. Subsequently he said that the hepa- 
titis had weakened both his general physical 
strength and specifically his sexual powers. 
Another event, approximately concurrent, 
that probably also helped to precipitate his 
overt manifestations of mental illness was a 
nonfatal heart attack suffered by his father. 

A few weeks after his return to duty, John 
began to act peculiarly. He stared fixedly at 
the post nurses and was convinced of their 
sexual interest in him. At the same time he 
startled his commanding officer by the ques- 
tion, “Are you a woman? Are you what you 
think you are?” Hospitalization followed 


shortly with a diagnosis of paranoid schizo- 
phrenia. Hallucinated voices accused him of 
weakness, homosexuality, and failure. He 
attempted to hang himself. His uncertainty 
regarding the masculine-feminine component 
of his identity was strikingly indicated by 
his hearing voices which classified his gender 
after each of his actions. Because his every 
movement was followed by the hallucinated 
comment, “That’s a man” or “That’s a wo- 
man,” he felt that his slightest gesture might 
alter the judgment of his sexual identity. 

After nearly a year of hospitalization in 
military and veterans hospitals he was retired 
from the Army and released to his home. He 
made several abortive job efforts, leaving one 
because he could not countenance working 
under the supervision of a woman. Another 
attempt to identify with his father by taking 
professional examinations failed miserably. 
His preparatory studying was rendered hope- 
lessly ineffectual by hallucinated voices, which 
he attributed to women in the house next door 
who reiterated their opposition to his passing 
the exams because it would make him too 
independent. That this represented his moth- 
er’s attitude is abundantly clear. His ambiva- 
lence then was demonstrated by his arriv- 
ing a day late for the exams. He blamed this 
on a plot, and left home in a rage telling no 
one where he was going. He subsequently 
reported that the voices had said he could 
escape them if he went to Mexico. To his dis- 
may he found in Mexico that this promise was 
not fulfilled: he felt that advance notice had 
been passed along the route to arrange the 
planting of microphones in his hotel rooms 
and other persecutory devices. John fled 
back to the United States, where he made dis- 
organized, grandiose efforts to establish an 
export-import business. Rehospitalization en- 
sued shortly, and he soon was transferred to 
Chestnut Lodge. 

First Chestnut Lodge admission.—Upon ar- 
rival, John was well dressed, overly polite, 
and attempting to maintain a genial manner, 
although quite anxious and guarded. For the 
most part he tended to deny illness and to 
shy away from discussion of personal prob- 
lems, although occasionally he acknowledged 
previous sickness and craziness and said that 
he still was troubled by voices derogating his 
sexual nature and his capacity to work. 

John attempted to structure the role rela- 
tionship with his therapist as if they were 
colleagues and buddies, on an equal basis. 
He called the therapist by his first name and, 
in an effort to impress, referred in offhand 
pseudosophistication to matters of big busi- 
ness and high finance. Sometimes he affected 
cryptic mannerisms such as chuckling or nod- 
ding to himself with an air of being “in the 
know about some big deals.” With the ward 
staff he was overbearing and opinionated al- 
though he participated fairly well in group 
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activities, played the piano, and sang. For a 
time he worked on a model of an Army tank, 
a tank perhaps related in some way to his 
brief Army career. 

He evidenced great underlying concern over 
questions of strength and potency and whether 
masculinity could be defined in terms of mus- 
cular power. He was also enormously con- 
cerned with defining proper role behavior be- 
tween men and women. For instance, he was 
startlingly outraged by his therapist’s lightly 
frivolous tone in a phone conversation with 
the charge nurse. On another occasion he 
protested that the doctor did not deal strongly 
enough with the nurses who were running his 
life. Similarly he stated that his father was 
weaker and not as forceful as he once had 
been. John occasionally affected a blasé man- 
ner about the “good-looking babes” around 
the Lodge, as if he were a sophisticated man 
of the world. 

John’s first stay ended when he refused to 
return after a trip home from his brother’s 
wedding. 

Interim between Chestnut Lodge admis- 
sions—John and his father quarreled when 
his father urged him to return to the hospital 
and refused to lend him money for a vaguely 
defined business venture. The climax was a 
violent outburst in which John accused his 
father of trying to kill him. It seems likely 
that John felt that his father was murdering 
him by refusing to allow him to assume the 
identity of businessman. 

During the next fifteen months John lived 
first at home and then in various hotel rooms, 
He made an autistic attempt to establish the 
identity of businessman by renting an office, 
buying expensive furniture, and putting in 
time at the office every day. He spoke vaguely 
of an export business to deal in nonexplosive 
chemicals through Greek and Italian com- 
panies. 

Gradually John became more and more dis- 
turbed and spent money recklessly. When his 
unpaid bills mounted precipitously, his father 
realized that John could no longer manage 
outside a hospital, and arranged that John 
be sent Army orders to report for an examina- 
tion at a military hospital. There he was 
found to be flagrantly delusional. His read- 
mission to Chestnut Lodge was arranged ina 
fashion which lent itself to John’s thinking 
it had been ordered by the Army, a circum- 
stance which undoubtedly contributed to his 
uncertainty regarding his identity and role. 

Initial efforts at identity definition.—Upon 
his readmission the major change was that he 
seemed distinctly less puzzled and troubled 
by the nature of his experiences than pre- 
viously. He now spoke with an air of satis- 
fied certainty that he had everything figured 
out. 

Although at the time much of his behavior 
seemed obscure and fragmentary, it is pos- 


sible, with retrospection and detachment from 
the emotional intensity of the situation, to 
pick out distinct patterns. John attempted to 
assert an identity featured by manliness, 
success, importance, and strength. He dressed 
meticulously in the conservative attire of a 
successful businessman, which identity he 
claimed. With a stiff, pompous, condescend- 
ing air he attempted to impress others and 
himself that he was perfectly well and in full 
command of the situation. However, he man- 
aged only an extremely brittle facade, or per- 
haps merely the rudiments of a facade, which 
was seriously marred by the repetitive intru- 
sion of inappropriate gestures and grimaces. 
Occasionally, he acknowledged that he was 
hearing voices. His effort to assert an identity 
of importance was so desperately tenuous 
that he had recourse to magical delusions 
such as the repetitive, blandly confident as- 
sertion that he was soon to marry Princess 
Margaret Rose. He took great pains to state 
that he had British blood and connections 
with various important persons and big busi- 
nesses. His discussions of other persons were 
often in terms of their belonging to such and 
such a category. In fact, identifying persons 
by categorization was an overriding concern— 
for example, he recited lists of names and 
genealogies. One solution of the problem of 
identity definition seemed to be his member- 
ship in an ancestral line, so that his identity 
had little to do with personal capacities and 
achievements. It also was in keeping with 
his mother’s great emphasis on family back- 
ground as the major source of one’s identity. 

In a brief undefensive and relatively unde- 
lusional interval, he clearly stated his con- 
cern regarding loss of identity and role, al- 
though not using those exact terms. He said 
he had lost his honor when he became a 
mental patient and that he felt forsaken by 
the Army and the government in general. He 
mentioned that perhaps he could join the 
Navy since the Army was such a miserable 
outfit anyway. The only other alternatives 
were to kill himself or to emigrate to Aus- 
tralia. The latter became a recurrent theme 
which he elaborated in various ways. He said 
that he wished to go there because no one 
here wanted to help him, and that Australia 
was similar to America two hundred years 
ago in needing new immigrants, especially 
men. The idea of living in Australia was fur- 
ther associated with an urge for autonomy 
and self-sufficiency. He said he planned to 
build a solid house there, with its own electric 
generator. At times he made out lists of 
what he would need in Australia. He added 
that it was a long distance from the United 
States, from this hellhole called a hospital, 
and especially from his parents. He spoke 
unrealistically of contacting the Australian 
Ambassador to make immediate arrange- 
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ments, and a few times asked his therapist 
to help him with these arrangements. 

Another preoccupation which belied his 
efforts to assert a strong masculine identity 
was a deeply pervasive anxiety regarding 
bodily weakness. He feared that he didn’t 
have enough blood, and that his heart was 
breaking down and failing to push enough 
blood to his brain cells. He was certain that 
his heart was slowing down and beating only 
once or twice a minute. He repeatedly made 
a ticlike clicking sound with his tongue, say- 
ing that this washed or squashed his brain 
and strengthened the brain cells.19 

John associated his fear of loss of strength 
with his father, complaining, “He is deroga- 
tory of me. He has a bigger head than I and 
is alway doing things to knock me out. He’s 
going to take away my heart. He will cut it 
out and give me his bad heart, his broken- 
down heart.” This apparently was a refer- 
ence to the father’s heart attack, which coin- 
cided approximately with the onset of John’s 
overt psychosis. John’s statement concretely 
expressed his changed appraisal of his father; 
instead of being a source of strength and sup- 
port, he was perceived as threatening to steal 
John’s all-too-limited supplies of strength. 
Several times John complained that his father 
had changed and was now weak. 

A further gross contradiction of John’s 
assertion of a strong masculine identity was 
evidenced in his periodic open statements 
that he wished to be transformed into a 
woman. He said that women have a better 
life than men and occupy a position of domi- 
nance over everything. Somewhat incoher- 
ently he described having attempted between 
hospitalizations at the Lodge to transform 
himself by consuming huge quantities of 
cream and other soft, fattening, and, to John, 
feminizing foods. He also had purchased a 
large supply of soft pencils with which to 
“scratch the muscle fibers to make them 
female.” The wish to change to a woman 
was mixed in varying proportions with a fear 
of such a change. It might be noted paren- 
thetically that in the subsequent course of 
John’s illness the wish gradually predomi- 
nated over the fear. He seemed progressively 
to abandon his struggle to achieve a mascu- 
line identity patterned after his father and 
instead to helplessly accept identification with 
his sick mother. Increasingly his behavior 
resembled that of his mother in her illness 
seventeen years previously, especially in the 
features of helpless passivity and retreat to 
bed. 

Staff responses.—Staff responses were dis- 
tinctly unenthusiastic toward John’s attempts 


1%” This likely was a compulsive effort to clear his 
mind of confusion and intrusive disturbing thoughts. 
A similar tic is described by Phyllis Greenacre in 
Trauma, Growth, and Personality; New York, Nor- 
ton, 1952; pp. 70-71. 


to assert the identity of an important busi- 
nessman and to deny illness and serious 
personal problems. His therapist found him 
a dull, unstimulating patient, boring in his 
repetitive attempts to maintain a formal role. 
He felt that most of John’s attempts at iden- 
tity definition were so flagrantly delusional, 
empty, and stereotyped that little about them 
could be realistically supported. John seemed 
to wish from him only responses confirmatory 
of a delusional identity, and arrogantly 
brushed aside any other responses. 

The administrator and ward staff also found 
themselves quite disinterested in John. His 
grandiose notions of marrying Princess Mar- 
garet Rose and of various other important 
business and social connections were so mo- 
notonously repeated that the staff members 
soon heard them as relatively meaningless 
prattle. This reaction was reinforced as they 
found that their efforts to make meaningful 
responses had no noticeable effect. 

Phase of autistic work activity—Approxi- 
mately three weeks after admission a brief 
episode occurred which marked a change in 
John’s efforts at identity definition. He 
dropped his pompous denial of illness, voiced 
fear that he was going “batty,” and requested 
tranquilizing drugs. Then he became greatly 
preoccupied with the notion that his heart 
was slowing down and becoming too weak to 
push sufficient blood to his head. He com- 
plained of general body weakness and took to 
bed for several days. 

He was reassured that his heart was normal 
and encouraged to get out of bed and to be 
more active. He complied but with a gradual 
change from his behavior of the first few 
weeks. In place of much of the stereotyped 
recitation of his grandiose marriage and busi- 
ness plans there appeared a more solitary 
effort to assert the identity of businessman. 
At the rear of the ward hallway, he set up a 
working area with a table as a desk, where 
he spent many hours a day mechanically and 
laboriously copying word for word such 
printed material as statistical manuals, sort- 
ing and resorting his mail, and reading lists 
of names from the telephone book. This evi- 
dently was similar to his behavior between 
Chestnut Lodge admissions when he had put 
in time conducting a totally autistic export- 
import business.2° John himself commented 


2 Quite revealing were the attitudes of his parents 
regarding disposition of the expensive office equip- 
ment after John was rehospitalized. His father 
favored and his mother opposed selling it. All 
along she apparently had been pleased with John’s 
busyness at his autistic work. She showed no 
appreciation of its unrealistic and totally unproduc- 
tive nature, but said she was glad as long as it gave 
John the feeling that he was working. One suspects 
a schizophrenogenic significance in her emphasis 
on the private meaning of John’s activity in his 
internal world, to the almost total neglect of its 
socially shared meaning in the external world. A 
mother might seriously weaken her child’s capacity 
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that to work was to be healthy and that work- 
ing was a means of preventing sudden death. 

Approximately coinciding with the appear- 
ance of this pattern of identity definition via 
autistic work was a distinct shift in the rela- 
tionships to which John turned for emotional 
support. Specifically he turned away from his 
father and his therapist and toward an uncle 
by marriage, a retired Navy officer of high 
rank who apparently had not been especially 
significant in John’s life prior to his illness. 
However, within the first few months of 
John’s second stay he began writing his uncle 
almost daily and continued to do so through- 
out the remainder of his hospital stay. The 
development of this attachment to his uncle 
was concurrent with growing distrust of and 
distance from his father. After four or five 
months at the Lodge, John requested that his 
uncle be made his legal guardian in place of 
his father. Although writing his uncle almost 
daily, he seldom if ever replied to his father’s 
letters. He refused to endorse checks which 
his father had sent for that purpose. He also 
complained that his parents were trying to 
wreck his life and were connected with large 
trusts plotting to ruin him. It seems plausible 
to suggest that John may have turned to his 
uncle as a source of masculine strength and 
support when, subsequent to his father’s heart 
attack, he began to think his father weak. 
John’s wish to change guardians may have 
been an effort to change his identity, an at- 
tempt to find a stronger male ally, or a wish 
to escape his father’s influence and supposed 
domination. 

Another by no means insignificant factor 
in this development was increasing conflict 
about his therapist. During this period John 
had become less communicative with his doc- 
tor and had, for the first time, flared up in 
open anger at him. After seeing a young 
woman patient emerge from the doctor’s 
office, he angrily accused the doctor of raping 
her, and threatened to kill him. He then 
managed to control his rage, saying, as if to 
dissuade himself, that since women appar- 
ently were fond of the doctor perhaps he 
should not be killed. 

Phase of withdrawal.—John’s autistic work 
routine began to disintegrate and he became 
generally more withdrawn and uncommunica- 
tive. He sat on the toilet and stood before 
the bathroom mirror for hours, Perhaps star- 
ing in the mirror was a desperate attempt to 
solidify or fix his body image and identity; 
this is not uncommon in schizophrenic dis- 
organization and identity diffusion. He ate 
so little that several tube feedings were re- 
quired. 





for reality-testing by encouraging him to ignore 
harsh reality in favor of comfortable fantasy. As 
a purchase price for symbiotic intimacy, the mother 
and child may eventually pay in terms of isolation 
from the rest of the world in a folie a deuz. 


During this generally uncommunicative pe- 
riod John did afford a few glimpses of the 
precariousness of his sense of control over 
internal forces. He said, “I think I will never 
be able to really describe what’s going on in 
me.” At another point he asked, “Would a 
jury acquit me of being crazy?” His increas- 
ing immobility and inability to eat were asso- 
ciated with crippling indecision, At times he 
sat rigidly and breathed deeply as if in a last- 
ditch effort to control himself. His stilted pose 
of a proper gentleman and his obsessive empty 
work routines can be regarded as partly in 
the service of self-control. Although often 
seemingly indifferent to the therapist’s pres- 
ence, occasionally he said, “Please don’t leave 
now,” and in office interviews remained fixed 
to his chair after the therapist had indicated 
the end of the appointment. Such clinging 
behavior was indicative of enormous depend- 
ency and devastating separation anxiety that 
also seemed linked to fear of a lack of ca- 
pacity for self-regulation and control. The 
fact that during John’s general withdrawal 
his therapist was his only tenuous link to 
real and immediate persons rendered the 
therapist an object of intense ambivalence. 
The therapist in turn found this position of 
oppressive intensity. 

John also voiced fears of a cosmic explo- 
sion, which might be caused by two planets 
colliding. He said that the moon was rushing 
toward the earth and that disaster was im- 
minent. Once he asked the administrator for 
books on astronomy which he might study. 
John’s fears of cosmic collisions and explo- 
sions seem to represent his dread of loss of 
control of destructive forces within himself. 

Incongruity between patient and thera- 
pist.—Differing appraisals of John’s capacity 
for self-control and conscious purpose consti- 
tuted a major but largely unspoken disagree- 
ment between his therapist and himself. In 
addition to feeling enormously threatened by 
impending loss of control, John indicated by 
his behavior that his sense of conscious pur- 
pose was extremely tenuous; much of the 
time he apparently experienced himself as an 
automaton helplessly responding to forces be- 
yond his control and even beyond his knowl- 
edge. Of course, he attempted to maintain a 
facade of one who was in control of himself 
and the situation. This defensive effort—pro- 
ducing stiff, manneristic control—contributed 
heavily to the therapist’s perceiving him as 
resistive, stubborn, and controlling. He de- 
scribed John as the master of the situation, 
who so controlled their interviews that the 
therapist felt futile, castrated, and worn out. 
The therapist partly viewed John’s behavior 
as consciously, purposively designed to con- 
trol the therapist, rather than John, himself. 
The therapist ascribed a purposive quality to 
various features of John’s behavior: his un- 
communicativeness was labeled evasive and 
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indirect, his refusal to eat was ar effort to 
blackmail others into greater capitulation to 
his wishes, his social withdrawal an effort to 
drive others away from him, and his smiling 
to himself an indication of a supercilious, 
This-is-something-I-won’t-let-you-in-on, private 
thought.21 It should be emphasized that this 
was not the therapist’s only view of this com- 
plex situation, but much of John’s behavior 
was so willful, stubborn, and even arrogant 
that it obscured the extreme lack of autono- 
mous control underlying it. 

There was further incongruity between 
John and his therapist concerning definition 
of the role of patient. The therapist believed 
that ideally a patient should acknowledge ill- 
ness and accept his need for hospitalization 
and treatment. He should place some measure 
of trust in the therapist as someone in whom 
to confide personal thoughts. For the most 
part John eschewed this role definition and 
instead attempted to structure the situation 
as if both he and the doctor were either busi- 
nessmen who might talk of matters of high 
political and financial import, or college bud- 
dies who might share smutty jokes and casual 
boasts of their prowess with women. Thus 
the therapist would urge John to speak about 
what was troubling him, only to have John 
arrogantly walk to the phone insisting that 
he must call the Pentagon on important busi- 
ness and could not be bothered with anything 
else. To some extent the therapist perceived 
John’s refusal to conform to the role of 
patient as willful contrariness rather than as 
a defensive necessity. 

The therapist experienced a distinct threat 
to his own identity and professional role 
status. At times after sessions with John he 
felt the weakening of his identity with special 
acuteness, particularly when John’s overt be- 
havior had denied any need whatsoever for 
the doctor as a helpful person. 

Phase of loss of control.—The next major 
development was the breakdown of John’s 
controls as he erupted into violent physical 
attacks on others. It was noteworthy that 
this occurred at a time when two major 
sources of support were unavailable. John’s 
therapist was on vacation when the first major 
assault occurred. Then while the therapist 
was still away, John received word that his 
valued uncle had suffered a serious heart at- 
tack. Although the uncle’s illness undoubt- 


"The significance of attributing a purposive 
quality to a patient’s behavior has been pertinently 
discussed by Cumming and Cumming. They suggest 
that hospital staff members are likely to feel more 
anger toward a patient whose behavior differs quan- 
titatively from normative group behavior than 
toward one whose behavior differs qualitatively and 
is perceived as less intentional. They further sug- 
gest that this may be a factor which makes some 
patients become chronic and others not. (John 
Cumming and Elaine Cumming, “Affective Symbol- 
ism, Social Norms, and Mental Illness,” PsycHtatry 
[1956] 19:77-85.) 


edly was a critical blow to John, his reaction 
to it was quite realistic. He sent appropri- 
ate “get-well” letters and flowers to his uncle. 
In addition, John was almost always respon- 
sive to inquiries from the ward staff regard- 
ing his uncle’s health, while minimally com- 
municative regarding most other topics. It is 
difficult to know whether this was simply 
because the topic was of greatest interest to 
John or because all along his relationship 
with his uncle had been a relatively lucid, 
intact island in John’s thinking and action. 
At any rate, John did not take recourse to the 
familiar mechanisms of denial and delusion 
regarding his uncle’s illness. 

In other painful sectors of reality John 
used misperceptions and delusions in a fran- 
tic effort to retain control and meaningful 
organization of his experience. For instance, 
the target of his first major assault was a 
Negro aide, whom John misperceived as 
Nasser of Egypt. Occurring at the time of the 
Suez crisis between Great Britain and Egypt, 
this delusion incorporated John’s ideas that 
things British symbolized good and desirable 
objects. Thus when an assaultive impulse 
escaped control into abrupt discharge, John 
retained a measure of logical meaning in his 
representation of reality by misperceiving the 
target as an enemy of the good object. It 
seems plausible to assume that without this 
device to salvage meaning, John might have 
been plunged into even greater disorganiza- 
tion when the assaultive impulse erupted. 

Similar examples were evident as John’s 
assaultiveness became more frequent and was 
aimed toward several different persons. He 
insisted that the persons he attacked were 
notorious criminals, wanted by the FBI. Once 
he gave a student nurse a dime and pleaded 
that she phone the FBI to notify them of the 
presence of these criminals. He attacked an- 
other patient, who he was certain had bullied 
him in childhood. It is unclear whether these 
rationalizations occurred before, after, or con- 
current with the assaults. Misperception also 
was employed in last-ditch efforts to restrain, 
as well as to explain, the impulses. A strik- 
ing instance of this occurred once when John’s 
therapist was urging him to talk more—in 
effect, to conform more closely to the ideal 
patient role. John, already holding himself 
rigidly and breathing deeply, retorted angrily 
to his German-born therapist, “How do you 
expect me to talk when I think of a dirty, 
corrupt bunch of swine who have caused two 
world wars?” The startled therapist acknowl- 
edged this as an insult, whereupon John 
hastily said, “I know you are actually Brit- 
ish.” When the therapist in a reality con- 
frontation insisted that he was German rather 
than British, John burst into a violent physi- 
cal assault. Previously, John had intermit- 
tently categorized the therapist as British, 
with such comments as “You have a British 
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nose. You look like Prince Philip. How is 
Queen Elizabeth?” Presumably these distor- 
tions of reality were an effort to construct 
and preserve a good-object image of the thera- 
pist. 

A few days prior to his attack on his thera- 
pist, he had assaulted his father, who was 
visiting. Immediately following these attacks 
on two of the most significant persons in his 
life, John was extremely disturbed for several 
weeks. He refused to eat, was incontinent 
on the floor of his room, and violently at- 
tacked persons who attempted to enter it. 
Gradually the acute disturbance subsided, 
but John continued a pattern of general with- 
drawal interspersed with unpredictable at- 
tacks on others. 

The eruption of aggression as a major fea- 
ture of John’s behavior, especially when 
directed at his father, was most disconcert- 
ing to his family. He had always filled a 
family role of model of good behavior, and 
this drastic change threatened the entire fam- 
ily equilibrium. Their anxiety fed back still 
further pressure into the therapist-patient re- 
lationship. 

John’s assaultiveness also again raised the 
question of his capacity for conscious control 
of his behavior. His therapist thought that 
some of John’s attacks showed planning and 
deliberate intent rather than uncontrollable 
impulse discharge. He also thought that John 
discriminated in his choice of targets, picking 
only those certain not to fight back, although 
in several instances this was not the case. 
John did show a remarkably persistent speci- 
ficity in his choice of targets, which contrib- 
uted to an impression of purposiveness. How- 
ever, John saw himself more the passive 
victim than the active director of forces im- 
pelling his actions. 

Phase of helpless passivity.—Gradually John 
slipped into a state of helpless passivity, ex- 
cept for sporadic assaultive outbursts. He 
ceased his efforts to dress the part of a busi- 
nessman and no longer affected the manner of 
an important man-of-the-world. He lay in bed 
much of the day. For a time, although eating 
very poorly, he was preoccupied with food, 
clipping numerous recipes from magazines, 
and showing a distinct preference for cream 
and similar soft or liquid foods. 

During this period, while manifesting in- 
creasing passivity, he also definitely preferred 
the company of women. While pleasantly 
responsive to student nurses, he was almost 
continuously hostile and negativistic toward 
male aides. John’s therapist was rather criti- 
cal of this situation, saying that the attention 
of the student nurses seemed to afford John 
a secondary gain from his passive, dependent 
behavior. He added that John was like a 
pasha awaiting the ministrations of his serv- 
ants. His therapist’s resentment was very 


similar to annoyance expressed by his father 
at John’s open indulgence in passivity. 

Thus during the final phase of his hospi- 
tal stay John’s efforts at identity definition 
clearly swung from a masculine to a feminine 
image. Although continuing to write his 
uncle, he seemed to abandon his attempts to 
emulate male models of assertiveness and ac- 
tive mastery. Instead he increasingly ac- 
cepted a passive, recipient, and even feminine 
role, aside from intermittent, brief flurries of 
assaultiveness. The staff in turn perceived 
John in increasingly stereotyped and deper- 
sonalized fashion. John, the nursing care 
problem, obscured John, the person. 

John’s transfer to another hospital was ar- 
ranged when his father became discouraged 
by this turn of events. 


This man’s construction of an integrated 
identity was severely hampered by a deep 
conflict over whether to identify with his 
mother or his father. The dilemma was 
prominent in the onset and throughout 
the course of his illness. His efforts to 
assert an active masculine identity took 
on increasingly unrealistic and magical 
qualities, which fit poorly with the patient 
role expectations held by the hospital staff. 
He, in turn, looked to autistic measures— 
a fantasied business, a new beginning by 
emigration to Australia—and to persons 
geographically distant, such as his uncle, 
for support of his identity, rather than 
to persons in the immediate real environ- 
ment. Thus he denied the staff members 
their roles as helping persons. The hos- 
pital role offered him probably accentu- 
ated his drift toward a helpless, passive 
identification with the sick aspects of his 
mother, a trend already likely because 
of the precarious state of his ego organi- 
zation. Nonetheless, one wonders whether 
roles alternative to that of passive invalid 
might have been found which would have 
strengthened his efforts to achieve active 
mastery and positive identity. At the same 
time a strong question can be raised as 
to whether the course of events should 
also be viewed as a therapeutic regression 
with potential for reorganization. 


DISCUSSION 


I have presented these cases in such 
detail because I believe they illustrate 
well the pervasive significance of identity- 
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role conflicts in the hospital careers of 
schizophrenic patients. Upon entering a 
hospital, the patient all too often views 
himself in the words of Frost in “The 
Death of the Hired Man”: 


. nothing to look backward to with 
pride. 
And nothing to look forward to with 
hope. 
So now and never any different.22 


For a perso.: in that predicament iden- 
tity and role are of vital concern. 

I do not believe that identity-role con- 
flict and the danger of identity disinte- 
gration in the hospital setting are limited 
to a few special patients. Quite the con- 
trary; I am convinced that it is exceed- 
ingly prevalent.2* I have deliberately 
chosen patients whose hospital careers 
especially demonstrate lack of identity- 
role fit and the unfortunate consequences, 
but, on the other side of the therapeutic 
result ledger, there are numerous patients 
with whom a relatively satisfactory iden- 
tity-role fit was established. In several in- 
stances supplementary role opportunities 
were important. For example, the patient 
who presented a professional card identi- 
fying him as a “Concert pianist and horse 
trainer” was able to give a semiformal 
piano recital in the hospital recreation 
center. Another patient, who had been 
a professor, gave a series of technical lec- 
tures. Still another managed the hospital 
canteen. It may not be too great an ex- 
aggeration to say that for patients whose 
identities are perilously shattered such 
supplementary role opportunities may be 
lifesaving. 

In this regard, several patients come 
quickly to mind who refused to collabo- 
rate in treatment, even to the point of long 
periods of muteness, until they became 
outpatients or established themselves in 
schools or jobs outside the hospital. As 
soon as they had one foot outside the 
hospital in supplementary roles, their ac- 
ceptance of the patient role increased 
dramatically. 

2 Collected Poems of Robert Frost; New York, 
Holt, 1945; p. 52. 

Kai T. Erikson, “Patient Role and Social Un- 


certainty—A Dilemma of the Mentally Ill,” Psy- 
CHIATRY (1957) 20:263-274. 


Other studies of the effect of hospital 
organization on patient functioning may 
be cited, including the work of Jones, 
Sivadon, and Stanton and Schwartz.” 
Sivadon also reported a remarkable side 
effect of the German invasion of France 
during World War II. In the face of the 
oncoming German Army, the staff of a 
government mental hospital fled, leaving 
the patients to fend for themselves. Fol- 
low-up after the war indicated that many 
of the patients had fended astonishingly 
well, not only in terms of survival but 
in terms of subsequent success in jobs 
and other social roles.” 

A somewhat similar account is that of 
a hospital in Israel for chronic mental 
patients which for economic reasons was 
changed into a work camp. Here, too, with 
fresh role opportunities, many of the ex- 
patients did surprisingly well.** Reveal- 
ingly, when the workers were provided 
with a truck which still had a red cross 
painted on it, they objected vigorously 
that they no longer were patients and 
that the red cross should be erased. 

These various sources of data argue, I 
believe, for a careful review of the various 
determinants of traditional hospital role 
organization, with a view toward increas- 
ing the availability of a range of roles 
supplementary to that of patient. It is 
important that supplementary roles be as 
real as possible and not in the form of 
‘made work’ or a type of occupational 
‘therapy.’ In this regard it is worth re- 
calling the question of Joe, Case 1, as to 
whether he would be paid for performing 
in the role of musician. 

For certain types of patients perhaps 
a hospital is not the proper treatment 
setting, and alternatives such as halfway 
houses, foster homes, work camps, clubs, 
and day-hospital-schools might be more 
suitable. 

This is not to say that the whole prob- 
lem of lack of identity-role fit is the result 


*% Maxwell Jones, Social Psychiatry; London, 
Tavistock, 1952. Paul Sivadon, “Techniques of 
Sociotherapy,” pp. 457-464; in Symposium on Preven- 
tive and Social Psychiatry; Washington, D.C., Walter 
Reed Army Institute of Research, 1957. Alfred H. 
Stanton and Morris S. Schwartz, The Mental Hos- 
pital; N.Y., Basic Books, 1954. 

% Personal communication. 

% Hilde Bruch, personal communication. 
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of hospital organization. As the illustra- 
tive cases amply demonstrate, patients 
bring to the situation serious ego insta- 
bilities and records of failure to achieve 
stable identities in any previous situation. 
Certainly patients who are desperately 
close to losing autonomous ego control 
will be most disturbed by features of 
hospital procedure and organization which 
anticipate a patient’s helplessness and lack 
of control. Another common phenomenon 
consists of persons with only ‘negative 
identities,’ who, in a sense, have a need 
not to fit any role.?7 Their major identity 
is that of misfit. Another consideration 
is that by increasing and broadening role 
expectations of the patient, the hospital 
staff might run the risk of pushing him 
into still another failure. One also can 
argue that to provide roles supplementary 
to that of patient might aid and abet 
denial of illness, projection of blame, and 
resistance to therapy. 

Perhaps the most cogent argument miti- 
gating the disadvantages of identity-role 
conflict is that the apparently disinte- 
grative course of the illustrative cases 
should not be regarded as entirely nega- 
tive. Conceivably the described clinical 
courses constituted regressions with dis- 
tinct therapeutic and reintegrative po- 
tential. For certain patients a phase of 
regression is perhaps not only unavoid- 
able but also necessary and desirable if 
thoroughgoing personality change is to 


27 See Erikson, footnote 1. 


occur. Particularly for patients organized 
along rigid paranoid lines a phase of dis- 
integration or, in a sense, melting of 
their rigid personality structure may be 
required as a preliminary to reorganiza- 
tion. Some authors have suggested that 
by means of schizophrenic illness a per- 
son affects a drastic personality shift 
which he cannot accomplish by any other 
means.”* Although I believe one should 
guard against the self-deluding quality of 
the dictum, “Patients have to get worse 
before they get better,” the possibility of 
a necessary therapeutic regressive phase 
cannot be dismissed lightly. In the case 
histories described, the periods of identity 
weakening and diffusion contained ele- 
ments of a positive quest toward a new 
identity. It is possible that had treatment 
progressed further without termination 
by external circumstances, a phase of re- 
integration might have developed. 
These various ccnsiderations further 
emphasize the complexities of attempting 
to achieve a constructive identity-role fit 
for patients. At best the hospital career 
of a schizophrenic patient is a dreadful 
and tortuous experience. One patient, on 
seeing the title of this paper on a hospital 
bulletin board, wrote me a note saying, 
“My God! Do you call this a career?” 
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%A. T. Boisen, R. L. Jenkins, and M. Lorr, 
“Schizophrenic Ideation as Striving Toward the 
Solution of Conflict,” J. Clinical Psychol. (1954) 10: 
389-391. 
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